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(WHEREUPON, certain documents 
were marked Verner Deposition 
Exhibit Nos 4 1 through 57, for 
identification, as of 3-22-97.) 

THE VIDEOGRAPHER:' We are going on the video 
record at 1:30 p.m. 

My name is Cary Davidow. I'm a 
videographer in association with Wolfe & Rosenberg 
& Associates and my address is 188 West Randolph 
Street. The court reporter is Susan.Martino of 
Wolfe Rosenberg & Associates. 

This videotape dep of Kevin Verner is 
taking place on March 22nd, 1997 and the location 
of this deposition is 77 West Wacker Drive, 
Chicago, Illinois. 

This deposition is being taken in the 
matter of In Re Mike Moore, Attorney General, Ex 
Rel State of Mississippi Tobacco Litigation, file 
No. 94-1429 . 

This deposition is being taken on 
behalf of the defendants. The party at whose 
instance the deposition is being recorded on an 1 £ 

" . I CTi 

<S> 

audiovisual recording device are the defendants. 

Ln 

Will counsel please announce their 
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appearances for the record. 

MR. CRIST: Yes. My name Is Paul Crist. I'm 
with the law firm of Jones, Davis, Reavis & Pogue 
in Cleveland, Ohio, and I represent the defendant, 
R.J, Reynolds Tobacco Company. 

MR. BEACH: My name is Jeffrey Beach. I'm 
also an attorney with the law firm of Jones, Day, 
Reayis & Pogue and represent R.J. Reynolds Tobacco 
Company. 

THE VIDEOGRAPHER: Will the reporter swear 
the witness, please. 

(WHEREUPON, the witness was duly 
sworn.) 

MR. CRIST: Before we begin, Mr, Verner, this 
case has been noticed, as the videographer noted, 
in the In Re Mike Moore case, and we have 
pre-marked as Verner Deposition Exhibit No. 51 a 
copy of that notice. 

This case has also been cross-noticed 
into a case entitled the State of Florida, et a 1,, 
versus the American Tobacco Company, et al., and 
we have marked that cross-notice of taking ui 

deposition as Verner Deposition Exhibit No, 52. ® 

We have begun this deposition at 1:30 
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p.m. which is a half an hour after the deposition 
was noticed to begin to allow plaintiffs' counsel 
and any other counsel that wanted to appear to 
attend. They have not shown. 

In addition to that, we were advised by 
plaintiffs' counsel before today that they did not 
intend to appear, and their absence here confirms 
that. 

With respect to the history of the 
discussions between counsel for Reynolds and 
counsel for plaintiffs, I would like to ask 
Mr. Beach to explain what that history was. Thank 
you. 

MR. BEACH: On February 5th, 1997, Kevin 
Verner was designated as an expert witness on 
behalf of the defendants in the Mississippi case 
described by the court reporter and Mr. Crist. 

On February 19th, 1997, I sent a letter 
which has been marked -- premarked as Verner 
Exhibit 53 to Ann Ritter of the law firm Ness,/ 
Motley, counsel of record for the State of 
Mississippi in this litigation, a letter which £ 

<T> 

© 

proposed the date -- this date, in fact, March , 

~V-j in 

22nd, 1997, as a date for Mr. Verner's £ 

© 
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deposition. 

In particular in my letter I wrote, "As 
you are aware, Mr. Verner is no longer an employee 
of R.J. Reynolds Tobacco Company. Accordingly, to 
accommodate his schedule, this deposition must 
occur on a weekend day. 

"In addition, please note that we plan 
to conduct a direct examination of Mr. Verner and 
to have this deposition videotaped for use at 
trial." 


' 20 


On February 26th, 1997, I received a 
letter from Ann Ritter accepting Mr. Verner's 
deposition date of March 22nd, 1997, today. That 
letter is marked Exhibit -- Verner Exhibit 54* 

On March 13th, 1997, I phoned Ann 
Ritter's law firm, Ness Motley, and spoke with Ann 
Ritter's paralegal whose name is Susan Hoffman -- 
Hoffman is spelled H-o-f-f-m-a-n -- to verify 
whether or not the Verner deposition was still 

U1 

going forward as accepted by the State. Ms. g 
Hoffman told me that she would look into it and y, 

a -> 

IT. 

call me the next day. e 

I called back and spoke with Ms. 

Hoffman again later that day. Ms. Hoffman spoke 
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with Jodie Flowers and she told me that this 
deposition would be going forward and that a 
notice of deposition for Mr. Verner which 
heretofore had not been provided by the State 
would be faxed to my attention that evening, 
again, that date being March 13th. 

On March 14th, I sent a letter to Jodie 
Flowers at the Ness Motley law firm containing the 
first installment of documents to be produced to 
the plaintiff pursuant to the agreements between 
the parties concerning the documents that would ’be 
produced in connection with defense expert 
depositions. 

My letter, which has been marked as 
Exhibit 55, contained the following language) 

"This will confirm that you intend to take the 
videotape deposition of Mr. Kevin Verner on March 
22nd in Chicago, Illinois, at the location 
indicated on the notice of deposition received 
March 13,1997, 

"As I indicated to Ms. Hoffman and 
previously on February 19th in a letter to Ms. £ 
Ritter, we anticipate conducting a brief ** 

U1 

videotaped direct examination of Mr. Verner ^ 
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following the conclusion of your deposition for 
use at trial. Ms. Hoffman told me that she would 
discuss this with you so that we can work out the 
necessary logistics. 

"I am confident that appropriate 
arrangements can be worked out and appreciate your 
cooperation in that regard. Enclosed are the 
documents which defendants have agreed to produce 
in connection with the depositions of defense 
experts. In addition, I have two short videotapes 

'. K 

to be produced and a few other items. These 
additional items are being duplicated and will be 
forwarded under separate cover early next week. 
Please do not hesitate to call if you have any 
questions." 

I should note that as referenced in my 
letter dated the 14th, it indicates or I 
indicate in my letter that I had received a notice 
of deposition dated March 13th. This was based on 
my reliance on the statements of both Ms. Hoffman 
and through Ms. Hoffman Miss Flowers that in fact 
a notice of deposition would be delivered to me on 
the 13th. 

In fact, I was out of town at the time 
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and did not learn until the next day that that in 
fact did not occur. 

I saw Miss Flowers at a deposition on 
March 14th and I told her that I had not yet 
received a notice of deposition for Kevin Verner 
as promised. Ms. Flowers told me that she would 
look into why no notice had been received. 

On the following Monday, March 17th, I 
saw Ms. Flowers at another deposition and informed 
her that I still had not received a notice of 

: ' K ■ 

deposition for Kevin Verner. 

Ms. Flowers told me that Ron Motley 
would be taking this deposition; that it was 
difficult to reach him, and, as a result, she 
would coordinate with him to find out the status 
of the deposition notice and would try to get back 
to me. She suggested, in addition, that I might 
try to reach Mr. Motley through his secretary. 

The next day, March 18th, I called 
Jodie Flowers at the Ness, Motley firm to find out 
the status of this case. I was told that Ms. 
Flowers was out of town. So I then called 
Mr. Motley. Mr. Motley was also out of town and I 
was then transferred to his secretary. £ 
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I left her a voice mall message 
describing the pendency of this deposition, the 
fact that I -- that no notice had been received 
and asking that she call me or Mr. Motley call me 
at their earliest convenience. This call was 
never returned by either Mr. Motley or his 
secretary. 

The following day, March 19th, I again 
attempted to reach Ms. Flowers to find out the 
status of the Verner deposition. Ms-* Flowers was 
unavailable and I spoke with Mr. Motley's 
paralegal, whose name is Tammy. 

Tammy promised to find out the status 
of the deposition and the status of the notice of 
the deposition and call me back. At approximately 
four p.m. that afternoon, she reported to me that 
she had been unable to contact Mr. Motley or Ms. 
Flowers; that she might receive a call from them 
at home and in which case she would leave a 
message pn my voice mail. 

Approximately three-and-a*half hours 
later or at 7:20 p.m. Eastern Time, I received a 
faxed letter from Ms. Flowers, which this letter 
has been marked as Verner Exhibit 56. m 

Cl 
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In this letter# Ms. Flowers wrote, "I 
write to address your request that the defense be 
allowed to take an hour-long direct video 
deposition during the March 22nd deposition of 
Mr. Verner in light of the defense's position that 
Mr. Verner will not be brought to trial. 

"After having opportunity to confer 
with other counsel for the State, we have decided 
we have no need to take a deposition of Mr. Verner 
and are thus cancelling his deposition. X would 

K. 

appreciate it if you would notify Mr. Verner and' 
other defense counsel of this decision. Please do 
not hesitate to call should you have any 
questions." 

Finally, on March 21st, I received a 
subsequent correspondence from Ms. Flowers 
following our noticing of this deposition and 
taking the position -- and 1 won't quote it for 
the purposes of this record -- that the deposition 
had not been properly noticed and on that -- for 
that reason they would not appear or not be able 
to appear. 

I would like to make one final note for 
the record; that Mr. Verner was deposed in £ 

<Ti 
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• 

litigation against R.J. Reynolds, a case entitled 

2 

Connor — that's spell C-o-n-n-o-r -- versus R.J. 

3 

Reynolds on October 2nd, 1995 on the very subject 

4 

that he has been noticed as an expert in this 

5 

case. 

6 

The law firm Ness Motley, which is of 

7 

counsel of record for both the States of 

8 

Mississippi and Florida, is now counsel of record 

9 

in the Connor case. 

10 

KEVIN VERNER, 

11 

called as a witness herein, having been first duly 

12 

sworn, was examined and testified as follows: 

13 

EXAMINATION 

14 

BY MR. CRIST: 

15 

Q. You've been sitting there very 

16 

patiently for about 15 minutes, Mr. Verner. Let 

17 

me give you a chance now to speak. 

18 

Would you please state your name for 

19 

the record? 

20 

A. Kevin Verner, v-e-r-n-e-r. 

2 1 

Q. And, Mr. Verner, where are you 

22 

presently employed? £ 

23 

s 

A. At WMS Industries here in Chicago. j 

24 

cn 

Q. And what is your position there? £ 
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* 

A. Executive vice president and general 

manager. 

Q. Where were you employed before becoming 
executive vice president and general manager of 
WMS Industries? 

A. R.J. Reynolds Tobacco Company. 

Q. And how long were you employed by 
Reynolds? 


A. Approximately 15 years. 

Q. Mr. Verner, I would like -to spend a 
fair amount of time talking to you about your work 
at R.J. Reynolds Tobacco Company, but first let me 
get a little bit of background from you, if I 
can. Are you married? 

A. Yes, I am. 15 years. 

Q. Do you have any children? 

A. Yes, we do. Two girls, 8 and 6. 

Q. Would you please tell the jury what 

your educational background is, please? 

A. I have an undergraduate degree from the 
University of Michigan in economics. 

Q. Do you have any postgraduate training? 

A. Yes. I attended graduate school at the 
University of Toledo, 1980-1981. £ 
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Q. Did you receive a degree as a result of 

that? 

A. No, I did not. I did extensive course 
work in a field known as econometrics. 

Q. Mr. Verner, I am handing you what has 
been premarked as Verner Exhibit 1. Would you 
please tell the jury what that is? 

A. Yes, this is my resume. 

Q. Mr. Verner, probably because of our 
hand in it, I think there was a mistake on that. 

Is there a correction to be made? 

A. Yes. I am executive vice president and 
general manager at WMS. This listed it as vice 
president and general manager. The job is the 
same but the title is just different, 

Q. I apologize for our mistake. 

A. That's all right. 

Q. Mr. Verner, make reference to that as 

appropriate, but could you tell the jury when it 
was that you first went to work for R.J. Reynolds 
Tobacco Company? 

A. Yes. December of 1981. 2 

cn 

S» 

Q. And what was your first job there? ** 

A. I was the senior marketing research £ 
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* 

analyst In the marketing research department. 

Q. And what kind of work were you doing? 

•A. Primarily sales forecasting/ 

quantitative analysis, that sort of thing. 

Q. How long did you hold that position? 

A. Approximately two to three years. 

Q. And although we'll come back to it in a 
minute -r because we'll come back to it in a 
minute, could you please give the jury a brief 
overview of your subsequent positions at Reynolds? 

A. Yes. I went frdm that position into 
another area of marketing research within the 
company for a couple of years and then moved in a 
field that's known as brand management or brand 
marketing. 

I spent several years doing various 
jobs in brand marketing. I became the director of 
public policy development and then again the vice 
president of new business development. 

During that time, there was a short 
hiatus of about six months that I went to work at 
an advertising agency in Ann Arbor, Michigan ui 

cn 

called Group 243. ® 

Q. And then after that, you returned to S 


WM 


(800) 708-8087 
http:Mwww. wnciorp. com 

mam Iihrar " " r<,( gaaaaiiaaiM 


Wolfe, Rosenberg & Associates 

Chicago, IL (312) 782-8087 • Wheaton, IL (630) 221*8087 

inrli iQtn/rlnn impute nrsf pdi i/rinns/7fnl0001_ 



16 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 
19 

' 20 
2 1 
22 

23 

24 


Reynolds? 

A. Yes, sir. 

, . Q* Now, I would like to ask you in more 
detail about each of those jobs, but first when 
you arrived at Reynolds, did you receive any 
training in the area of marketing? 

-i 

A. Yes, extensively. 

Q. Could you just tell us about the nature 

of the training you received? 

A. Absolutely. The company has a training 

r 

module where new employees into the marketing 
department are given very extensive background in 
various aspects of marketing, how we conduct our 
business, the legal policy and procedures, the ad 
code, how we -- our relationship with our ad y, 

I -* 1 

agency, a whole variety of things that covers how ® 
we conduct our business. £ 

•i -j 

Q. With respect to the portions of that 
training program that you describe relating to 
company policies and legal requirements, could you 
please elaborate on those? 

A. Yes. Well, when an employee comes into 
marketing, you are provided a copy of the industry 
ad code and you are given the opportunity to spend 
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at least a week or so with our lawyers going over 
the terms of the code/ the spirit as well as the 
letter of the laws that exist that regulate our 
industry. 

And in that.training, you are 
introduced to the people that you interact with on 
a regular basis in the development of our 
marketing materials. 

Q. Were the company goals with respect to 
advertising and marketing also a part of that 

F. 

training program? 

A. Yes. 

Q. Would you please tell the jury what it 

is that was taught to you at the time you joined 
Reynolds with respect to what the marketing and 
advertising goals of Reynolds were. 

A. Absolutely. It's to increase and grow 

and maximize their share of adult smokers. 

Q. And specifically, how do you go about 
doing that? 

A. Through a whole variety of marketing 

plans and programs, the development of either ; y, 

H- 

. ! ! cn 

brands or promotional programs or advertising m ® 

programs that seek to either switch smokers, > £ 

! 

’ • ■ IO 


Wolfe, Rosenberg & Associates 

Mm Chicago. IL (312) 782-8087 • Wheaton,. IL (630) 221-8087 


J 


800) 708,8087 










18 


1 

current smokers of other brands over to our 


2 

products, or to solidify of the loyalty of the 


3 

adult franchises of our current brands. By 


4 

franchise, those smokers that are currently 


5 

smoking R.J. Reynolds brands. 


6 

Q. And how through your marketing and 


7 

advertising programs does Reynolds seek to 


8 

accomplish this? 


9 

A. Well, a combination of ways. But 


10 

primarily it's driven off of providing information 


11 

that is designed to convince a smoker that there 


12 

is a particular want or a need that they've 


13 

expressed to us that we can better fulfill than 


14 

our competition, and by fulfilling that want or 


15 

need, by giving them information about those 


16 

brands. 


17 

Q. Now, the two categories that you 


18 

identified were existing adult smokers of Reynolds 


19 

brands and adult smokers of other brands? 


' 20 

A. That's correct. 


21 

Q. Did you during your employment with 


22 

R.J. Reynolds Tobacco Company ever have <•* 

H 


23 

Involvement in a campaign which was directed ® 


24 

LT1 

towards nonsmokers? ^ 
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* A. No. 

Q. Why not? 

r 

• A. Well, first of all, it's against our 

policy and procedures to go ahead and develop 
materials for nonsmokers but it would be also be a 
waste of time and energy. I think they're not 
currently in the category. 

About 25 percent of the population does 
smoke, and from an advertising resource 
standpoint, your money is best targeted against 

P ir 

those people that are currently in the category.' 

Q. During your employment, Mr. Verner, 
were you ever asked to design a program to ! 
advertise or market cigarettes to children? 


Q. To your knowledge, was anybody else in 
the marketing department at Reynolds asked to do 


If you had been asked, would you have 


done so? 


Why not? 

Well, first of all, it is against the 


Wolfe, Rosenberg & Associates 

(800) 70 *8087 Chicago, IL (312) 782-8087 • Wheaton, IL (630) 221-8087 




http://www.wracotp.COTi 




51604 5674 


20 


sm 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 
19 

. 20 
21 
22 

23 

24 


company's policies and procedures to go ahead and 
do that. Secondarily, perhaps even more 
Importantly, I'm a parent. I work with other 
people that are parents, and we target our 
advertising and promotional programs to adult 
smokers of our brands and other brands. 

Q. Were those views that you just 
expressed also shared by your colleagues? 

A. Absolutely. 

Q, How do you know that? 

v 

A. We talked. We ail work together. Many 

of us have been with the company for 10, 15 years 
or more. 

Wouldn't youth targeting benefit 


Q. 

Reynolds? 

A. 

Q. 

A. 


No, I don't believe so. 

Why do you say that? 

Well, other than the obvious reasons 
that to do that would bring down all sorts of 
criticism to this industry which would result in 
much stricter restrictions than exist today which 
would undermine our abilities to capture market 
share among adult smokers, which is what our 
target is, certainly. 
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Also, I personally don't believe that 
it would really be a beneficial effort from the 
standpoint of they are not in the category, same 
reason that I gave you before. These are not 
users of our products. 

Q. Let's go back, if we can, Mr. Verner, 
to Exhibit 1. And you identify on there specific 
positions that you held after your initial tour of 
duty as a senior research analyst. 

Could you please tell the jury what 
positions you held and at what times? 

A. Sure. '83 to '84, the assistant 
marketing research manager in marketing 
development. That was a position that was 
designed to conduct marketing research for brand 
management. ’ 


'84 to '86, the assistant brand 
manager on the Winston cigarette brand. '86 to 
'87, brand manager for new product development, 
new brand manager. 


ui 
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'87 to '90, the senior brand manager 
on the Salem cigarette brand. Then in August of 
'90 through February of '93, I was the director 
of public policy programs and development for the 
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external relations department. 

I returned to marketing in the new 
business development capacity as director, 
February, of '93 through December of '94 and then 
became vice president of new business development 
in December of '94 until I left the company in 
February of this year. 

i • 

Q. During your employment, Mr. Verner, did 

your duties include market research? 

A. Absolutely. 

. K 

Q. Could you tell the jury what market 
research involved? 

A. Sure. A couple types of marketing 

research, what is referred to as quantitative and 
qualitative research, all of them designed to help 
us understand what are the unmet wants product or 
positioning-wise for our brands. 

Qualitative research generally referred 
to things like interviews and focus groups which 
people are brought into a room. They're shown 
stimulus materials, you ask them questions about 
those materials and try to understand the reasons 
for either liking or not liking a particular 
brand. £ 
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Quantitative research, on the other 
side, is really more of a larger sample of smokers 
that when one would bring in and show them 
materials and quantitatively or statistically 
tabulate the results. 


Q. Okay. Tell us how one of these focus 
groups might work, or how did it work perhaps? 

A. An outside research agency would 
usually via the phone dial into a household, ask 
to speak to any adult over the age of 21, assess 

t_ 

r 

whether or not they were a smoker or not, and if 
they were, would ask a series of questions and 
determine whether or not they would be interested 
in attending a discussion group which lasts 
normally about two hours, and if so, could they 
come to the Marriott or a research facility for 
two hours. And at that facility they would then 
be shown information and a moderator would lead 
them through a discussion. 

Q. Now, with respect to cigarette 
advertising and marketing practices, on whom did 
Reynolds conduct market research? 

A. Adults smokers. 

Q. Would you just briefly explain the n 
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difference between quantitative research and 
qualitative research perhaps with respect to 
timing and perhaps with respect to how they differ 
one from the other? 

A. Sure. In general, when one is 
developing a marketing program or a brand, you 
start off with qualitative research by bringing in 
groups of people and try to develop an in-depth = 
understanding as to what they like, what they 
don't like and how you can better service their 

p. 

needs or their wants. ' ■ 

You then go away and develop concepts, 
typically, and then when you're ready to take it 
to the next phase and help you understand whether 
or not your concept is accurately reflected what 
you were told, you conduct quantitative research 
which in many respects gets at the same 
information except with a much larger group of 
people. Instead of a dozen or two, perhaps 


, 20 


it i8 a couple hundred or even thousands in some 


cases. 


Why -- what is it you're trying to 


accomplish with this market research, Hr. Verner? 
A. Trying to find the best way to fulfill 
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unmet wants that exist in the marketplace today. 
Both qualitative and quantitative research are 
variable tools in helping you do that, 

Q. Does Reynolds conduct market research, 
for example, with respect to specific ads or ad 
campaigns? 

A. Absolutely. 

Q. Why do you do that? 

A. Again, because advertising has an awful 
lot that it's attempting to accomplish. And in an 
attempt to maximize its relevancy to these group's, 
it's very important if you're going to be spending 
money and resources buying it to ensure that the 
advertising can carry that burden. 

Q. Is it difficult for advertising to 

carry that burden? 

A. It's very difficult for advertising. 

Q. Why is that? 

A. Well, advertising has to accomplish a 
lot of things. First and foremost it has to be 
seen or people have to be aware of it. 

We're all surrounded by hundreds and 
thousands of impressions every day from all sorts 
of different products, and the ability to break 
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1 

* 

through that clutter is enormously important. 

2 

If you develop an ad and nobody sees 

3 

it/.then it's a useless ad. Once they see it, 1 

4 

that's not enough. It has to be something that is 

5 

relevant to them. They have to look at it. They 

6 

have to -- it has to be speaking directly to 

7 

them. 

8 

They have to like it/ is yet another 

9 

thing. You can go ahead and develop an ad that 

10 

people say maybe they like and if it's relevant/ 

11 

that's fine, but it has yet another hurdle and 

12 

that is it has to generate purchase interest. 

13 

So if you are able to accomplish all 

14 

those things and when you're all done somebody 

15 

says I think this is something I would like to 

16 

try, then you're on your way maybe to developing a 

17 

good ad. 

18 

Q. Are their examples of ads that have not 

19 

been able to accomplish that? 

' 20 

A. oh, yes, many of them. 

21 

Q. Can you give me some examples? 

22 

A. Well, years ago there was the Joe Isuzu 

23 

type of ad. I think everybody knew who Joe Isuzu 

24 

was. Nobody/ unfortunately for them/ I m > 
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guess, bought the product, 

Alka-Seltzer many years ago ran, I 
think It was, I can't believe 1 ate the whole 
thing. And that was very a memorable ad campaign, 
but did It result In any higher sales? 

The ad business and marketing is 
literally cluttered with lots of brands and ad 
campaigns that fail to meet one or more of those 
criteria. 

Q. Mr. verner, are you familiar with the 
term advertising clutter? 

A. Yeah. 

Q. What does the term advertising clutter 

mean? ■ . . 

A. Well, again, there is thousands of 
images that we are exposed to every day, whether 
it's on television or radio or in newspapers or 
magazines. And the clutter is simply the noise 
that exists, and an attempt to break through that 
clutter and being noticeable, it's very difficult 
to do. 

Q. What kinds of things can somebody in m 

cr> 

advertising or marketing attempt to do to cut ® 

U1 

through that clutter? gv 

* » • NJ 

--- - 
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A. Use a graphic design, maybe color, 
bright colors, depending on the environment that 
you're trying to promote your product In. Could 
be use of lights. Neon is an example of what 
somebody might do. 

Spokespeople, celebrities. You've seen 
lots of products that are advertised with 
well-known celebrities. These are all things that 
marketers try to do. Maybe even the form of the 
ad. For example, some advertisers run two-page or 
what are known as gate-fold ads, open up, severa'l 
pages. 


These are all designed to really meet 
that first issue I raised earlier which is 
awareness to try to generate awareness. 

Q. I wanted to come back just for a 
second, Mr. Verner, and -- previously you 
indicated that in 1990 you left the marketing 
department? 


A. Yes, sir. 

Q. And what did you do at that point in 


time? i ui 

Cl 

A. Went to a department called public ® 

in 

policy development. £ 
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Q. And what did public policy development 
involve? 

A. That was really the department in --my 
position within that department was to develop and 
identify the youth nonsmoking programs that the 
company later developed. 

Q. How did you personally get started or 
involved in this area in 1990? 

A. We started off really by taking a look 
at what existed within the industry,- what types of 

K 

programs were we running, what type of programs ' 
did the Tobacco Institute or the tobacco industry, 
what were they running, what was running in the 
school systems, what was in the press, what was in 
the literature that was available and the types of 
programs that were out there. 

We looked at government surveys and the 
rest, and then ultimately decided on a position 
that went to the chairman of our company at that 
time and instructed him that there were things 
that could be done. 

There were niches and holes that could 
be filed and that these were the types of program 
ideas that we were looking at and addressing. ^ 
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Q. And what was the purpose of this 
program? 

■ A. To go ahead and discourage youth 
smoking. 

Q. Okay. Now, let me show you what has 
been marked -- premarked as Verner Exhibit .2 and 
we have that -- lost my microphone. We have that 
in a reduced version. We also have it on a 
posterboard size. 

A. Does it matter to you whi„ch one I use? 

Q. No, either one.- I think that the 
posterboard size is too small for the camera to be 
able to pick up here. So use whichever one is - 
more convenient to you. 

A. Okay. 

Q. Would you please tell the jury what 
that represents, Mr. Verner? ’ 

A. Yes. It's a chronological chart 
starting in 1960 that really outlines the history 
of RJR's and the Tobacco Institute's youth 
nonsmoking programs and efforts. 

Q. Does it include additional information 

as well? . </i 

A. Yes, it does. There are three rows <s> 

it* 
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here that segregate the information by what was 
going on in terms of public health and government 
activities since I960, some of the prevailing 
educational and social theories In terms of what 
It took to discourage underage smoking. 

And it concludes with a chart showing 
what RJR and industry responses were to some of 
the issues that were raised during that time. 

Q. Would this chart, Mr. Verner, be 

helpful to you in describing to the jury the 

K ’ 

various youth nonsmoking activities in which 
Reynolds has been involved over the decades? 

A. Yes, it would. 

Q. Could you please describe to the jury 
how it is that the information on that chart is 
laid out? 

A. Yeah. There are three rows that, 

again, from 1960 up until the current, that 
outlines a variety of materials that were in place 
from a public health and from a governmental £ 

activities standpoint. 

And then goes on to talk about how 
those were reflected perhaps in the educational 
social theories at the time that were being put in 
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place in the school systems/ and then again what 
our programs and what the industry programs were 
about during those same years. 

Q. And this begins at approximately what 

time? 

A. i960. 

Q. And the chart simply does not go 
further back in time than that/ is that right? 

A. No, sir, it does not. 

Q. Let's go through those columns of rows, 

if we can. First could you tell the jury what iV 
is that appears across the first row? 

A. Yes. It's entitled "Public Health and 

Governmental Activities," and it outlines various 
activities going back to the Surgeon General's 
report in 1964 up to more current periods of time. 

And it also documents type of 
information that was available, typically 
government studies, things that were surveys, 
polling data, that was available back then as well 

s 

as more recently. 

Q. Government studies, surveys and polling 

data with respect to? 

U\ 

A. Underage smoking, the incidence of £ 
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youth smoking and some other limited information 
in terms of the reasons and motives behind it. 

Q. And this was data which was collected 
by the government? 

A. Yes, sir. 

Q. And it was among the information which 

you assembled to help you put together -- 

A. Yes, it was. 

Q. Now, look at the next column, if you 

would, with me, the middle column. It's entitled 
"Educational and social Theories." What does 
that refer to? 

A. When you look back over time as to what 
was the wisdom at the time in terms of the types 
of information that can imparted to underage 
people to discourage them from smoking, this 
documents really an evolution that shows up until 
essentially 1980 the use of informing children 
that smoking was harmful to their health was seen 
as a deterrent to Initiation. That was the 
prevailing theory that existed at the time. 

Around 1980 that started to change and 
it got into more sophisticated types of programs 
that talked about self-esteem, decision-making 
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process, cognitive skills and behavior models 
which were in response, in essence, to a floor 
being reached on the youth nonsmoking rates and an 
attempt to go look for other ways to further 
reduce underage smoking. 

i And it -- the row concludes with more 
recently in 1990 a lot of information and programs 
on the importance of reducing the access of the 
product at retail. 

Q. Mr. Verner, with respect to the 

_ f/ - 

deterrence approach which had been used, does that 
continue to be used? 

A. Yes, yes, absolutely. In fact, it's 
the prevailing thing still, I think, even to this 
day in schools. 

Q. To what extent, Mr. Verner, based upon 
the work that you did in putting together 
Reynolds's youth nonsmoking program did you find 
that the deterrence approach worked? 

A. Well, it certainly worked back in the 
early days, and there has been a fairly large 
decline overall historically in underage smoking. 

Around the mid 1970s, though, as I 

Ul 

mentioned earlier, there was a floor that was £ 
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• _ 

reached. And at that time public health officials 

and the school systems and states started to look 

at other ways in which they may be able to make 

further declines in underage smoking, and that's 

where the evolution of these more complex types of 

programs came from. 

Q. Okay. Now, let's look at the bottom 
row for a second, Mr. Verner. It's entitled "RJR 
Industry Responses," correct? 


A. Yes. 

Q, And would you toil the jury what it i'e 
that that row reflects? 

A. Yes. It's example of the types of 
programs, materials and voluntary efforts on this 
industry's part, or in case here, of R.J. 

Reynolds' part of programs that we put in place 
chronologically that were designed to address the 
underage smoking issue. 

Q. Okay. And again, since that begins in 

1960, let's begin there. What kinds of things was 
Reynolds doing beginning in the 1960s to 
discourage youth from smoking? £ 

CTl 

• ■- <s> 

A. An example here in 1964 was the 

... ’ Ul 

adoption by the industry of what's known as the £ 
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Cigarette Advertising Code. 

Q. Let me just stop you if I can. Are you 
familiar with the content of that code? 

A. Yes, sir, I am. 

Q. Let me show you, Mr. Verner, what's 
been premarked as Exhibit 3. And we have that, 
again, both reduced form and expanded form. I 
don't know if the camera is going to be able to 
pick that up, but perhaps you could -- first of 
all, do you recognize that what is? 

A, Yes, absolutely. It's a summary, 

really, of some of the key provisions in the ad 

code of '64. 

Q. And would using that exhibit help you 
to explain to the jury what the substance of the 
advertising provisions of the ad code were? 

A. Certainly. 

Q. Go ahead and proceed. 

A. Okay. It starts off here talking about 

some provision related to ad placement, and back 
in 1964 it designated if you were advertising on 
television or radio, you needed to make sure that 
it was done in programming that was directed 

I i . 

primarily to persons that were at least 21 or 
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older. 

Certainly no advertising in school, 
college, university, media or comic books. Also 
talked about a variety of content restrictions. 

For example, if you were using a model, the model 
had to be over 25 years of age. Cigarette smoke 
couldn't be shown in exaggerated manner. You 
couldn't use a well-known athlete or celebrity 
spokesperson in advertising your product. 

Also in addition, additional 
restrictions looked at things along the lines of-" 
the inability at this time to go ahead and 
advertise the tar content of cigarettes. 

And it specified from a product 
standpoint that samples or free cigarettes, if you 
will, cannot be distributed to people under the 


in 


age of 21 and nor could you do this practice on £ 

| <s> 

school, university or college campuses. 


Q. 

A. 

Q. 


And that was adopted in 19 -- ^ 

1964 . 

Okay. Now, Mr. Verner, let's go back, 


if we can, to Exhibit 2 which is the chart with 
the three rows on it. 

What is the next entry that appears on 
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there with respect to the Reynolds' efforts to 
discourage youth smoking? 

t . A. In 1969 / the industry volunteered to 
withdraw from broadcast television and radio, 
assuming that we could get out of contracts that 
existed with the networks at that time fbr the ad 
space. And that was in 1969. 

Q. Do you know why? 

A. Yeah. At the time the industry — and 
there was a great deal of interest a.nd attention 
being targeted toward did broadcast, whether it' 
was television or radio, have some sort of 
differential appeal to underage people and was it 
another -- was it perhaps too intrusive for this 
category. 

So in '69, the industry volunteered to 
remove itself from the air waves assuming, again, 
they could get out of commitments that had made 
with the networks. 

Q. Did.that happen? 

A. Yes, it happened and it was enacted by 
law in 1971. 

h-» 
0> 

Q. And it took effect in 1971. Do you ® 
know when? 
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1 

• 

A. It was January 2nd, I believe, or 3rd. 


2 

Q. Very early that year? 


3 

' A. Very early. 


4 

Q. Okay. Now, there is also a reference 


5 

on there, is there not, to a sampling code? 


6 

A. Yes, sir, 1981 to '83. 


7 

Q. Are you familiar with the sampling 


8 

code? 


9 

A. Yes, I am. 


10 

Q. Has that also something which was a 


11 

part of your training when you joined Reynolds? 


12 

A. Absolutely. 


13 

Q. I would like to hand you, Mr. Verner, 


14 

what has been marked as Verner Deposition Exhibit 


15 

No. 4 which we have in both reduced form as well 


16 

as in a blow-up form. 


17 

A. Okay. 


18 

Q. Would you please identify that for the 


19 

j ury ? 


' 20 

A. Yes. Again, it's a summary of some of 


21 

the key provisions of the Sampling Code of 


22 

Practice from 1983. This is essentially the same 


23 

as what it was in 1981. So for practical 


24 

tn 

purposes, it goes back to '81. £ 
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It talks about the restrictions In 
distribution of samples, stating that no samples 
are- 

(WHEREUPON, discussion was had 
off the record . ) 

BV THE WITNESSi 

A. I'm sorry. -- stating that no samples 
can be given to persons under the age of 21; 
certainly no sampling in public places that are in 
close proximity to areas where youth* congregate, 
such as playgrounds or schbols or college 
campuses; cannot send cigarettes samples 
unsolicited through the mails, and no samples can 
be distributed to people while they're in a car. 

It also talks a bit about the 
restrictions on persons conducting the sampling in 
terms of not urging anyone, even if they're an 
adult over the age of 21, to accept a sample. 

They are intended only for smokers, and 
they specify that to people, and other things like 
disposing of litter, since they are sampling 
sometimes in public places. 


in 




And the termination of sampling which ® 


in 


simply specifies that they if happen to be in an 
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% 

area where 

all of a sudden the profile of the 

complexion 

of the people in the area changes and 

maybe there is a bunch of children that come 

around, that they are to terminate their sampling 

practices. 


Q. 

Mr. Verner, the original advertising 

code/ as I 

understood it, had provisions that 

related to 

cigarette sampling? 

A. 

Yes, it did. 

Q. 

And this was an expanded code that was 

adopted in 

1983? . " 

A. 

Yes, sir. 

Q. 

I think I may have mislead you a second 

ago. With 

respect to the marketing training that 

you took when you first arrived at Reynolds, that 

was 1981. 

So evidently it predated this? 

A. 

Yes . 

Q. 

So I guess my earlier question should 

have been the cigarette sampling practices among 

the subjects of your training. 

A. 

Oh, yes, absolutely. 

ui 

Q. I apologize for the confusion my £ 

® 

question may have generated. ** 

A. 

That's okay. ^ 

• : « * — 
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• Q. Now, Mr. Verner, I would like to show 
you what has been premarked as Verner Exhibit No. 

5 ;w.hlch we also -- which we have both in reduced 
version and in expanded version. And would you 
please tell the jury what this is? 

A. Yes. This is the, again, summary 
points from the Cigarette Advertising and 
Promotion Code of 1990 which brings together the 
ad code and the promotion code and was updated in 
1990 . 

It expands on primarily the promotion 
and the sampling areas of the code. Again, same 
sort of points that we mentioned earlier in terms 
of the restrictions on advertising placements, 
talking about making sure that the publications 
were directed primarily to the people under the 
age of 21, specifying that advertising shall not 
appear on billboards within 500 feet of any school 
and restrictions on the advertising contents. 

Again, things similar to what we 
discussed before, that nobody depicted in the adds 
can be under the age of 25. Same thing in terms 
of celebrity spokespeople. 

■ i w 

It has a more expanded area as it i ^ 

CTi 

<s> 

* . 

U1 

cn 
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relates to product sampling. It respecified again 
some of the key provisions of the '81 and '83 
sampling code. But it goes on further to talk 
about the compliance that is being demanded 
contractually by the suppliers who tend to do the 
product sampling for the companies and what the 
terms are that they must agree to in provisions 
for auditing of them. 

And it talks about retrictions on other 
promotional activities which are primarily the 
distribution of what's referred to here as '■ 

nontobacco premium items bearing a cigarette brand 
name or logo without having written consent from 
the individual saying they're 21 years of age or 
older and they are indeed a smoker. 

Q. Now, Mr. Verner, going back to the 
chart which I believe was marked as Exhibit 2, 
there is a reference on here to the fact that in 
about 1980, the cognitive and social and 
behavioral models began to change? 

A. That's right. 

Q. At about that time, did the efforts of 
Reynolds and others, perhaps, in the industry 
begin to change as well? 
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* A. Yes, sir. 

Q. What specifically did Reynolds or, for 

that matter to the extent you know, ethers do with 
respect to these new theories of deterrence of 
youth do? 

A. Well, again, at around 1983, Reynolds 
started running a series of ads in publications, 
including some that were directed specifically at 
children, urging them not to smoke. 

And simultaneously the Tobacco 
Institute started running what is known as a 
responsible living campaign which were materials 
that were targeted to parents to help them talk to 
children. 

Q. Mr. Verner, let me show you what have 
been premarked as Verner Deposition Exhibits 6 
through 9, and ask you if you would identify 
those, please? 

A. Thank you. Yes. These are the samples 
of really what are editorial ads, if you will, 
that R.J. Reynolds ran in a number of 
publications, including those that are targeted to 
youth. 

Q. Can you just identify for the jury and 
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perhaps show to the camera what each of those is? 

A. Sure. 

Q. First is No. 6? 

A. Yes, sir. I'll just read the 
headline. "Some Straight Talk About Smoking For 
Young People." "Does Smoking Really Make You Look 
More Grown Up?" "How To Handle Peer Pressure." 
"Some Surprising Advice to Young People From R.J. ~ 
Reynolds Tobacco." 

Q. Now, you indicated, Mr. V.erner, that 

those statements ran in various media, including 
media which were directed towards youth? 

A. 1 That's correct. 

Q. Would you please give the jury an idea 
some of the publications directed towards youth in 
which those statements, Verner Exhibits 7 through 
9, ran? 


A. Yeah. Magazines entitled things like 
Tiger Beat, Miss, Boys Life, I believe. Atari Game 
or Atari World, which was a game-type of magazine, 
magazines which were very clearly targeted to 


people under the -- early adolescence or younger. 

Q. Mr. Verner, has -- did any of those 
four statements that you ijust referred to -- and I 
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may have the exhibit numbers wrong. I think it 
was - - 

A. It's 6, 7,8 and 9. 

Q. 6 through 9, did any of those have any 

brand identification on them whatsoever? 

A. No, sir. 

Q« Mr. Varner, has -- with respect to the 
youth-directed media in which those statements 
appeared, has Reynolds, to your knowledge, ever 

run cigarette advertising in those youth-oriented 

. , ’ « 

media? . 

A. Absolutely not. 

Q. And why? 

A. Well, because, again, they are 

targeted -- their primary target and their 
primarily readership is well .under the age of 21. 
It's specified, again, in our code that we 
wouldn't do that nor would the company run those 
types of magazines. 

Q. Why, Mr. Verner, did Reynolds run these 

youth nonsmoking statements? 

A. Well, first of all, to deliver the 
message not to smoke to young people, and we felt 
that it would be particularly compelling to let ¥ I 
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them know that this was a tobacco company that was 
delivering that message to them. 


. , Q- 


You referred to a program that was 


sponsored by the Tobacco Institute. 


Yes . 


. 20 


Q. What was that called? 

A. The responsible living campaign. 

Q. And what was its purpose? 

A. That was parent-directed. It was two 

brochures or two booklets, actually,., that were 
designed to help parents talk to their children ' 
about making decisions, talk to them about not 
smoking and other lifestyle behaviors, really to 
assist parents do their job in having a dialogue 
with the children. 

Q. Other than the Tobacco Institute, was 

anybody else involved in this responsible living 
program? / ; 

A. Yes, absolutely. 

Q. . Who? - ' ;V ;•••:' 


A. It was an association that the name, 
escapes me now but I believe it was the National 
Association of School Board Educators or something 
along those lines. 
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Q. Okay. 

A. I believe it's on the material. 

■ Q* Well, let me just show you then, if I 

can, Mr. Verner, what have been marked as Verner 
Deposition Exhibits 10 and 11, and first ask you 
it you can identify these? 

A. Yes. This is called "Helping youth 
decide," Exhibit 10. This is what I was referring 
to earlier developed with the National Association 
Of State Boards Of Education, 

Q. That was the National Association Of 
State Boards of Education? 

A. Yes. National Association of State 

Boards of Education, NASBE, I guess. And 
"Tobacco; Helping Youth To Say No, A parents' 

Guide To Helping Teenagers Cope With Peer 
Pressure." That's Exhibit 11. 

Q. Okay. With respect to Exhibit 10, 
Helping Youth Decide, would you please just 
briefly describe that brochure and its purpose? 

A. Sure. This as well as this other piece 
of material here were designed to help parents 
engage in a dialogue with their children, whether 
it's on smoking or any other lifestyle behavior 


in 


<r> 

<S> 


in 
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that kids In these age groups tend to be exposed 
to, to talk to them about how to handle conflict 
with their children, how to handle conversations 
that might be difficult in starting up and 
having. 

I would say its primary thrust is to 
encourage parents to play an active role if 
they're not already in dealing with not only 
smoking but other lifestyle behavior issues that 
are important to children in that age group* 

Q. With respect as to Exhibit 11, what was 
its focus? 

A. specifically on helping parents talk to 

their children about having their children make a 

! 

no-smoking decision. 

q. Now, both 10 -- Exhibits 10 and 11 are 
in the English language. Were there other 
languages which were also used? 

A. Yes. Spanish. 

Q. Now, in 1990, if I recall your 

testimony correctly, you became the director of 
public policy development, correct? £ 

in 

A. Yes. ® 

Q. But that was not in the marketing ^ 

. ^ 

... 
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1 

department? 

2 

A. No, no. It was In external relations. 

3 

Q, Now, how did you — strike that. And 

4 

that was in 1990, correct? 

5 

A. Yes, sir. 

6 

Q. Now, in 1990, how did you go about 

7 

getting started on this youth nonsmoking effort in 

8 

which you were involved? 

9 

A. Well, you start by taking a historical 

10 

look at what has been done by the industry and by 

11 

others. 

12 

You also start by soliciting advice and 

13 

consultation from experts in the field and ask 

14 

them how they would approach and tackle the 

15 

problem. And once one has done that/ you do start 

16 

to develop theories and concepts on the key 

17 

components of the programs and start to research 

18 

them. 

19 

Q. Can you give us an example of £ 

v 

20 

historical materials you looked at? : w 

21 

A. Absolutely. We looked at what was ® 

22 

going on in the school systems at that time. 

23 

There was also a very helpful document that was 

24 

done by the Department of Health and Human 

' * • 
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Services that did we what thought was an excellent 
job of summarizing the history of youth nonsmoking 
programs and materials, and we used that very 
extensively. 

Q, Mr. Verner, let me show you what has 
been marked Deposition Exhibit 27. Is that a copy 

of that Health and Human Services book you 1 £ 

01 

<$ 

described? 

cn 

A. Yes. It's entitled "Strategies to g 

& ! 

Control Tobacco Use in the United States, A 
Blueprint For Public Health Action in the '90s,"\ 
done by the Department of Health and Human 
Services. 

Q. Now, Mr. Verner, I would like to hand 
you what have been marked as Verner deposition 
Exhibits No. 12 and No» 13. 

Mr. Verner, what are these? 

A. These are two documents that summarize 
the background, development of the youth 
nonsmoking effort, talks about the strategies that 
the external relations department employed in 
developing those programs. 

And then Exhibit 13 is a much more 
detailed outline that talks about the history of 
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thd development of the programs and specifically 
outlines a lot of the quantitative research that 
was conducted on the materials. 

Q. Mr, Verner, who wrote Exhibits 12 and 


I did. 

And when did you do that? 


Neighborhood of '90, '91, '92, early 


'90s . 


. 20 


Q. Okay. With respect to the development 

of this program, Mr. Verner, you had indicated 
that not only did you look at historical matters 
but that you also consulted with various experts. 

A. Yes, sir. 

Q. Would you please identify those 

individuals and what their role was? 

A. Sure. Well, there were four of them 
primarily, Dr. Joseph Adelson who is a child 
psychiatrist at the University, of Michigan; Dr. 
Martha Sharpless who is an M.D. in Greensboro, 
North Carolina, a pediatrician; Hernan LaFontainC, 
a former educator; and woman by the name of 
Floretta McKenzie, who is the former 
superintendent of schools in the District of 
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Columbia. 

And their role was primarily for us at 
the beginning to sit down and talk with them about 
what it is we were trying to accomplish, their 
thoughts on the best way to accomplish it and what 
they thought the relevant messages would be. 

And then as we developed creative 
materials, programs, we used them to review those 
program materials before we sent them out and 
researched them. 

Q. Okay. With respect to this youth *'■ 
nonsmoking program, Mr. Verner, I would like to 
invite your attention back to Exhibit 13, if I 
could, and specifically the first page of it. 

A. Uh-huh. 

Q. And under item Roman numeral 1-D, there 
are three programmatic elements, is that correct? 

A. Yes, sir. 

Q. Would you please tell the jury what m 

1 cr> 

those three programmatic elements were. - ® 

A. Right. We were taking a look at what 3 

■ : ; CO 

kind of niche we would fill to supplement or 
compliment existing programs that existed trying 
to discourage children from smoking. 
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• And we decided to take a three-pronged 

approach; the first being materials and programs 
that were directed specifically at youth, and then 
programs and materials to help parents do their 
job in talking with their children about not 
smoking, and then finally the component for 
retailers to help them understand the importance 
of complying with minimum age laws and how to 
enforce it themselves. 

Q. so as I understand it, the three 

elements were youth-directed, parent-directed? ) 

A. Parents. 

Q. And retailer-directed? 

A. Yes, sir. ' 

Q. I'm going to ask you about each of 
those elements in a minute, but was there a name 
for this effort? 


A. 


Yes. We called it Right Decisions 


U1 


CTi 

© 


VI 

-J 


Right Now. 

Q. And how did you come to choose that ® 

name? 

A. It's catchy and it speaks to decisions 
which is really the overall theme here, how to 
make a right decision, and that decision being not 
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to ‘smoke if you're a child. It also looked good 
as a logo. 

Q. Now, let's turn to each of those three 
elements and let's start with student-directed 
materials. 

First just in general describe the 
kinds of materials or the categories of materials 
which you developed. 

A. Yes. There were quite a few ranging 
from ads that could take the form of posters that 
were in schools or table tent cards or book 
covers, brochures that are in the school systems 
as well as materials that were workbooks that were 
distributed by the schools. 

Q. And, secondly, by way of introduction, 
at what age group were these materials targeted? 

A. These were targeted to children that 
were in what are referred to as middle school or 
junior high school levels, Most of them are" £ 

cn 

s> 

between the ages of 12 and 15, * 

■ V-' ui 

Q. Why did you pick that age? ^ 

© 

A. Well, again, that's what the experts 
were leading us down that direction. Most of the 
literature notes that by that age, that's a time 
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when children are making some very important 
decisions, smoking being one of them, and other 
lifestyle behaviors. 

After that, many times the decisions 
have already been made. Before that, they are 
much too young. The age of initiation and 
experimentation according to the experts in some 
of the studies we reviewed were in this critical 
age area and that's where we decided to focus our 


energies 


With respect as to the kinds of 


materials that were ultimately developed, would 
you just briefly describe the process by which 
these materials were developed? 

A. Yes. Very similar to any other type of 
marketing research, concepts were developed. 

Those concepts were screened by our experts or our 
consultants and then we conducted marketing 
research with children and their parents. 


You conducted marketing research with 


children? 


A. Yes, sir. 

Q. At the time that you did that, had you 
sought permission or approval from anyone? 
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• A. Yes, absolutely. The way it was 
conducted was that, once again, an outside 
research firm would call into the house, speak 
with a parent, assess whether or not they had a 
child that was in junior high or middle school, 
inform that parent that research was being done on 
some antismoking or nonsmoking program materials; 
would they allow their child to be involved J-n an 
hour to two long discussion on those materials. 

And then the parents themselves were 
given an opportunity after that research to review 
the materials. 

Q. Mr. verner, who was involved in these 
meetings or sessions or focus groups, perhapB, 
with the children? 

A. Who was involved? A moderator who led 
the group discussion. 

Q. Was this moderator from the external 
relations branch of Reynolds? 

A. Oh, yes. Yeah. The moderator was in 
many cases somebody that was hired by the company, 
to specifically lead a discussion with kids, but m 

■ ' I ■*-* 

..... ! cr. : 

it was members of the external relations j ® 

- in 

department that were developing these materials \ -j 

' - : W 

* 

, I ' I ■ .■ .. . ' [j | ' | ' 
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were also involved. 

Q. Was anybody from Reynolds marketing 

department involved in this? 

A. No, sir. 

Q. Why not? 

A. Well, again, these were programs and 
materials designed to talk to children about not 
smoking, and it certainly wouldn't be appropriate 
at all for somebody in the brand marketing area to 
be involved in that. It's not relevant 
information for them. 

Q. With respect to the information which 
was developed as a result of the focus groups with 
either the children or their parents, was that 
information provided to the marketing department? 

A. No. 

Q. Why not? 

A. Again, for the same reasons. It's not 

applicable to the job that it is they are trying 
to do. This was information materials 
specifically related to nonsmoking efforts with 
children. *-> 

< 7*1 

Q. Now, with respect to the marketing ** 

W 

research on the youth nonsmoking materials with £ 

* * * -* 

__ ~__i 
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the children and parents, what conclusions did you 
draw from those sessions? 

’ . A. Well, that there was a need to fill the 
niche that we were looking to fill, and the 
program materials and the types of messages that 
we had developed were doing a very good job of 
addressing those. 

MR, CRIST: Why don't we take a quick break 
here. Off the record. , 

THE VIDEOGRAPHER: We're going .off the 

, ■ 

videotape at 2:27 p.m. 

(WHEREUPON, a recess was had.) 

THE VIDEOGRAPHER: we^re going back on the 
video record 2:34 p.m. 

BY MR. CRIST: 

Q. Mr. Verner, when we took our break, we 
were talking about the focus group work which you 
did with respect to some of the child-directed 

• tn 

materials. £ 

■ .•• .. <s> 

tC* 

Did those focus groups also tell you w 
anything with respect to the tonality or the £ 
content of those materials? 

A. Yes, very much so. The -- the children 
were talking about one of the things that was 
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appealing about the materials that we had 
developed is that their tonality -- they weren't 
preachy. It wasn't talking down to them* It 
wasn't depicting smoking in a bizarre or unusual 
way, and they like the fact that it was dealing 
with peer pressure and social acceptability in a 
nonpreachy manner. 

Q. Did they compare that with other 
materials that they had seen? 

A. Yes, and they liked them.- These 

materials did very well. There was some 
quantitative data which was included in that 
report which talked about what their reactions to 
the materials were. 

Q. Okay. Did you also take these 
materials to your experts? 

A. Yes, we did. 

And did you also take them to the 


Q. 

parents ? 
A. 
Q. 


Yes, we did. 

After the focus group work which you 
had conducted, how did you actually go about 
developing the program materials themselves? 

A. Sorry. I don't -- 
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Q. That's my -** I apologize. Withdraw 
that question and move to another. . 

With respect to the actual executions, 
who prepared those? 

A. We did. 

Q. And what was then done with them? 

A. We took them and we showed them to the 
consultants or the experts. They took a look at 
them, made sure that the message was an 

appropriate message, a nonsmoking me.ssage to the 

\ ■ 

children. And we exposed them to the children, r - 
conducted our research with them, and exposed them 
to the parents. 

Q. Earlier when we were talking about 

cigarette advertising or perhaps marketing 
research in general, you identified four criteria, 
awareness, likability, relevance and their 
purchase intent. Were the same kind of criteria 
basically applied here as well? 

A. Certainly. I mean exact same process, 
actually. You start with the qualitative research 
and develop and refine your concepts and head into 
the quantitative research phase. i £ 

CTv 

Q. In connection with your exposing the! ® 

7 : 4 . * ~ : / : 2 
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children and parents to these materials/ did 
were they made aware of the fact that these had 
been developed by a tobacco company? 

A. No. On the youth-directed materials/ 
the children themselves did not know because 
Reynolds is not listed on the materials. So we 
conducted our research ori the ads themselves 
without the children knowing who developed them 
and we showed the parents the ads. 

And then after we had shown the parents 

K 

the ads, they had a chance to talk about them, arid 
then we discussed with them the fact that this 
was done by a tobacco company. 

Q. Mr. Verner, if you would turn back to 
Exhibit 13, at page 5. Does that summarize some 
of the conclusions that you drew from these 
sessions with children and parents? 

A. Yes, it does. 

Q. And would you please explain to the 
jury what conclusions you were able to draw as a 
result of exposing these youth nonsmoking 
materials to children and their parents. 

A. Sure. Again, a lot of the types of 
attributes we're looking to measure here are ^ 
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identical to what we see in other ads forms. 

The conclusions were 84 percent see the 
Right Decision Right Now ad as interesting which 
is important# that they see it as interesting. 

93 percent felt that they were a good 
idea, and 83 percent liked the ads. So we saw 
here that we believed that we could break through 
the clutter making them interesting and relevant 
to them. 


80 percent saw these ads or these 
program materials as better than or the same as 
other antismoking ads that they were accustomed to 


seeing 


About 30 percent saw the ads as better 


than other antismoking materials that they had 
been exposed to at school or at home. 

Over 95 percent felt the ads were 
sponsored by an antismoking agency or the 
government. Less than 5 .percent thought a tobacco 
company might be the sponsor. 

We wanted to make sure in our research 
the children when they saw these ads felt they 
were coming from a public health agency or from 
the government. 
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We didn't want to be in a situation 
where somebody saw the ads would say, oh, that was 
a tobacco company ad. So we were pleased that 95 
percent thought they were coming from a public 
health agency. 

93 percent important that they thought 
it would be a good idea to put the ads into their 
school. Which, again, the experience from these 
kids is that they would have told you otherwise, 
and the fact that 93 percent thought- it was a good 

- * K 

idea was good. 

69 percent said that the ads made them 
dislike smoking more than before. Not one of the 
children involved in the research said that it 
made them feel better about smoking. 

And that is very important too because 
we know that these materials were going to be 
scrutinized greatly by the outside world and we 
wanted to ensure that it made kids dislike smoking 
because that's the message that we were trying to 
put out. 

And 70 percent felt that the ads were 
designed for people their age, which, again is 
very important. We didn't want them to see these I 
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as being more appealing to people who were older 
or people who were younger. 

in marketing, targeting is very 
important, and this was a very narrow age group 
and they saw this as being targeted to them. 

q. Mr. Verner, what about the reactions of 
the parents? 

A. It was very positive really on a couple 
dimensions. First of all, the parents believed 
that peer pressure was a major issue- associated 
with not only the decision to smoke but the 
decision to do lots of other things in that age 


group. 


And the fact that these materials were 


very much targeted to peer pressure, social 
acceptability, decision-making was very important 


to them. 


Also at the end of the research, as I 


mentioned, the parents had an opportunity to guess 
as to who developed these program materials, and 
they were shocked to find out that it was a 
tobacco company that had actually done this and 
had developed these materials. 

Q. Okay, Let's take a couple of minutes. 




VUVIfi Wolfe, Rosenberg & Associates 

(SoymMWJ* Chicago, IL (312) 782-8087 • Wheaton, IL (630) 221-8087 


http'J/ www wncoip. com 

nn/r -!f 




51604 5720 


66 


sm 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 
19 

. 20 
21 
22 

23 

24 


Mr. Verner, and talk about some of these 
materials, if we can. 

Let me show you what have been marked 
as Verner Deposition Exhibits 14 through Verner 
Deposition Exhibit 26. And perhaps here we can 
hand you the posterboard size and we'll have then 
the small size actually inserted into the record. 

First, Mr. Verner, what size was 
actually used in these executions; was it the 
small size or was it the -- 

A. It was the large posters here. 

Q. Okay. And have you had a chance to go 
through those, Mr. Verner, and do you recognize 
them as being part of this youth nonsmoking effort 
by Reynolds? 

A. Yes, sir. 

Q. Would you please describe for the jury 
at least a sampling of the posters that were 
actually employed as part of this youth nonsmoking 
program? i ^ 

CTi 

A. Okay. I'll read the headlines, just i ® 
briefly describe what's going on. 

This is an example of some ki4s i 

throwing a pack of cigarettes into a trash can and 
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the title says "Share A Great Idea With Your 
Friends," basically getting rid of cigarettes, 
smoking ♦ 

"How can Smoking Be The Thing To Do If 
Most Of Your Friends Aren't Doing It?" The ad 
depicts two kids smoking and a bunch of them not 
smoking. And this is very important here because 
it is designed to try to debunk the notion that 
everybody that you know smokes, which is not the 
case at all. So this is very graphically 
depicting that. 

This was one of the original ads. "And 
You Think This Looks Cool?" It shows two kids 
sneaking a cigarette in a bathroom. 'And this was 
very well-received by the kids because they saw 
this as graphically showing that more or less you 
just look like you're sneaking something and it 
isn't really very attractive. You're in a 

i U1 

bathroom. So that was the message there. £ 

(3 

#> 

"Don't Create A Smoke Screen Between ^ 
You And Your Friends," again, graphically K 

depicting separation between.somebody and their 
friends, showing that the majority of your friends 
do not smoke. 
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This one says "The Choice Is Yours, 
Don't Biow It," and here it shows somebody 
offering a kid the cigarette* The choice he is 
making is not to smoke and not to do it. It's his 
decision and that decision is to decide not to 
smoke. 

"Smoke Signals May Not Be The Way To 
Get Your Message Across." Here the young guy is 
trying to impress a couple of girls who are 
closing the window on him because they don't like 
the fact this he's smoking cigarettes, again 
designed to graphically depict the separation 
between you think this is cool; it's not. 

Along the same lines, "And You Thought 
You Knew What It Took To Fit In," again showing 
kids on the bleachers where somebody is smoking. 
The rest of them are over here, showing the 
isolation between the two groups. And several 


in 


others along the same vein. Do you want me to g 


in 

-J 

K) 


read them? 

Q. Why don't you just held them up real w 
quickly? 

A. "If You're Counting On Support For Your 
Smoking, Count Again." 
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"If smoking Made You More Attractive, 
You Would Look Better Doing it" and showing 
somebody with dirty ashes. 

"Want To Be In? Smoking Cuts You 
Out," showing the smoking person missing from the 
picture. 

"Your Big Ideas About Smoking Are A 
Lot Smaller Than You Think," showing how are you 
going to feel if they're not smoking, that you 
would look like a clown and, again, .showing the 
isolation, "If You Think Smoking Makes You Fit in, 
think again.” 


Q. Mr. Verner, one of the things that I 
noticed going through these exhibits as you have, 
that they use illustrations? 

A. Yes, sir. 

Q. Why is that? 

A. Well, when we're dealing with people in 

this age group, this target group, to use 
photography, they become very literal at that 
point. They either like the way the hair looks or 
they would like the way the clothing looks, and 

that would get into the way of the message which 

is don't smoke. 
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Also, as I pointed out here, most of 
these executions show somebody smoking, and we 
w^re not prepared to go out and do photography 
with an adolescent with a smoking cigarette in 
their hand. I think that would be subject to a 
great deal of criticism. 

So the illustrations allowed us to 
allow the message to be central without dealing 
with some of those other issues. 

Q. Where were these posters used? 

A. They were used in and around schools ' 
and in classrooms themselves. 

Q. How did they get there? 

A. Well, we worked originally with some 
superintendents and principals of some school 
systems and showed them the materials, asked them 
if they would like to have to them as compliment 
or supplement to existing programs in the school. 

So we sent them these materials and the 
materials started to get placed in school systems 
around the country. 

Q. So the decision to put these materials 
into schools was not one which R.J. Reynolds 
Company made in the final analysis? 
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A. That's correct. We make the offer for 
the materials and they can either accept or 
decline them, and the decision is theirs as to 
whether or not to use them. 

Q. In addition to the posters, were there 
other materials as well? 

A. Yes. Things like table tent cards, 
something you would put in a cafeteria that had 
the same sort of message on it, book covers -- 
kids use a lot of book covers -- with this message 
on i t. 

Q• Okay. Any other materials which were 
used as part of the youth-directed nonsmoking 
program? 

A. Yes, and brochures that go into the 
schools every semester. 

Q. I think you had previously mentioned 
workbooks? 

A. Yes, workbooks that were for the 
teachers to interactively work with the students 
on a variety of subjects including nonsmoking." 

Q. Mr. Verner, let me show you what have 
you marked as Verner Deposition Exhibits 28, 29, 

30 and 31. 
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Would you describe those for the record 
or for the jury, please? 

A. Yes. These are Right Decisions Right 
Now booklets whi'ch are three-panel — what are 
known as three-panel brochures. 

It talks about a variety of issues, 
about what's hot and what's not. There is always 
a celebrity story. In this case it's Melissa Joan 
Hart. That's the young lady that's on Clarissa 
Explains It All which is a very popular 
Nickelodeon program. 

Usually these celebrities will talk 
about a story on how they were able to make the 
right decision on something, whether it was to 
walk away from a situation where other kids were 
smoking or drinking or having a party when their 

. t, 

parents were gone. 

Then there is a section that's called 
"My Story" where children are invited to write 
in, or I should say adolescents are invited to 
write in and tell a story about how they dealt 
with decision-making or peer pressure. 

And it talks about what's in and what's 
out, primarily because it's done in a way 
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tonality-wise to really help them be interested in 
and be involved in it and to deliver the type of 
message that we wanted to. 

Q. And, Mr. Verner, how were these 
brochures disseminated? 

A. Same way. They were sent to the school 
systems and they were distributed to the 
classrooms as they see fit. - 

Q. Okay. So the school system made the 
decision whether or not the youth would be exposed 
to them? ■ ! w 

• ' l K* 

<T* 

A. Absolutely. ® 

IT . 

Q. Now, I meant to ask you, Mr. Verner, 

.. CO 

and so let me go back. With respect to these 
posters, you indicated that they were used in the 
school systems, and I wanted to ask you, are they 
also used elsewhere? 

A. Yes. Well, for example, they were used 
and displayed at -- in billboards initially. We 
were running billboards in and around schools. We 
constructed signs on the school property in order 
to display this. We even used things like mobile 
billboards that were parked in the parking lot at 
schools in order to put this message in front of 
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kids. ; -: 

Q. Have they been used elsewhere, if not 
by Reynolds then nonetheless used? 

A. I'm sorry. Can you say that again? 

Q. Yes. Have these posters appeared 
elsewhere? 

A. Oh, yes, absolutely. In fact, they 
show up on television programs. In fact, there is 
a number of the top 10 TV programs where these are 
used as props or as a backdrop in television 
programs where the situation is -- it fits, 
whether it's in a classroom environment. 

Home Improvement is an example of a 
very popular TV program where these materials are 
posted, as it turns out to be in an emergency room 
because the guy is always hurting himself. So the 
ads appear in a number of places in addition to 
schools. 

Q. Home Improvement is one of my favorite 
programs so -- , ; 

A. They are on a roll right now. j 

Q. With respect to those brochures, ■ 

Mr. Verner -- with respect to the brochures, they j 
are issued through the schools on a once-a-year or 
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what kind of a basis? 

A. Every semester they go into the 
sqhools. 

Q. So there are new materials which is 
available periodically? 

A, Yes. And you're dealing with middle 
schools and junior high schools, and most of the 
students are in there for either two or three 
years. And so a number of materials were 
developed so that as new people come rotating 
through, we have a combination of new materials as 
well as making sure that the kids aren't seeing 
the same things over and over again, 

Q. I think you indicated before that the 
brochures will typically contain some kind of 
commentary by a celebrity known to that age group? 

A. That's correct. 

Q. Can you give us some examples? 

A. Yes. The young lady that X mentioned 

in this one, Melissa Joan Hart, very popular 
Nickelodeon. Will Smith who plays the Fresh 
Prince of Bel-Aire was the first one, X believe, 
that was used in this program. 

Q. Okay. Now, Mr. Verner, let me show you 
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* 

what has been marked as Verner Exhibit 32. Can 
you tell me what that is? 

. A, Yes. I believe these are public 
service ads that were developed as part of the 
Right Decisions Right Now program that uses a lot 
of these celebrity testimonials in 15- or 
30-second spots that run on television 
programming. 

Q. Mr. Verner, I would like to play that, 
if we can, for the jury. Perhaps we- can air it 

" V 

here, but I expect we J re going to have to have it 
at trial as well since I'm not sure if we can pick 
up on this camera the TV monitor. 

A. Would you like me to? 

Q. Yeah, why don't you. 

(WHEREUPON, a videotape was played. 

BY MR. CRIST; 

Q. I think that's finally it. Can you 
stop the tape? 

A. This included some use of those PSAs*at 
the Six Flags amusement park as well as the PSAs 
that were shown on TV. 

Q. Okay. Thank you. 

Mr. Verner, have there been any 
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estimates made of the number of people who have 
seen these PSAs? 

A. : Yeah, absolutely. 

Q. And can you tell us what those are? 

A. Yeah. The terminology is known as 
gross impressions or the number of times that 
somebody or some people have seen it. 

It's about 400 million of these PSAs 
that we just looked at here have aired about 
32,000 times. 

r, 

Q. Have similar PSAs also been prepared 
for use on radio? 

A. Yes. 

Q. And about how many radio stations have 

they been distributed to? 

A. Roughly about 6,500 radio stations with 
total audience base of about 370 million. 

Q. And has the thrust of those radio PSAs 
been similar to go the television PSAs and the 
posters? 

A. Very much so. 

Q. Now, one of the things that you 

mentioned and the videotape showed was that the m 
PSAs were also used at Six Flags? 
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A. Yes. 

Q. What are those? 

, . A. They are materials that actually go to 
the teachers that provide them posters and 
workbooks where they take the children or the 
adolescents through talk discussions, maybe 
role-play type of things, conflict resolution, 
making the right decisions, how to deal with peer 
pressure, warnings, things likes that. 

Q. Let me, Mr. Verner, show you what has 

been previously marked as Exhibits 33 through 36f. 
Could you tell me what those are? 

A. Yes. These are an example of the 
materials that were developed in concert with 
Lifetime Learning Systems. It goes into the 
schools on the semesters, and I'll just show a 
little bit about what's in here. 

Each of them are themed really. In 
this case, this one happens to talk about conflict 
and how to resolve and how to deal with conflict. 

There is a teacher section in here that 
talks a little bit about the objectives of the 
exercise; sample questions, some role-playing, 
how to teach in this case students about how to 
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A . Y e s . 

Q. And where at Six Flags? 

A. When people were waiting in line during 
the summertime when it's very crowded, there are 
very long lines at Six Flags and other amusement 
parks, and on TV monitors that were there or in 
break areas, these PSAs were running, as well as 
distribution of caps and buttons that had to do 
with Right Decisions Right Now. 

Q. Was it just at one of the Six Flags? 

A. No, it was all. 

Q. And when was that/ do you remember? 

A. I believe it was '95-'96 time frame. 

Q. Perhaps might it have been 1993? 

A. Pardon me? 

Q. Might it have been 1993? y 

A. It could have been, yes. 

Q. Has Reynolds done anything similar to 
the Six Flags program elsewhere? 

A. Aladdin's Castle, video arcade, same 

types of programs. 

in 

Q. Now, you also mentioned, Mr. Verner/ 1 £ 

(S> 

workbooks or school curricula supplements, ^ 

correct? £ 
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resolve conflict in a nonviolent way, on this 
particular one. 

The posters that are used then that 
stay in the classroom during the time these 
particular things are being taught. ,And -- , 

Q. Is there any reference on those 
materials to R.J. Reynolds Tobacco Company? 

A. Yes. On the cover letter here, it -- 
if you want me to read it, I can, but it 
references that it's part of the Right Decisions' 
Right Now program. 

it says "It is funded by R.J. Reynolds 
Tobacco Company which firmly believes that 
children should not smoke. The program was 
created for use with students in grades 6 through 
9 designed to help them to become more effective 
decision makers." 

Q. Are any of the materials In there which 
are made available to students which identify R.J. 


* 20 


Reynolds ? 


A. No. The letter identifies it for the 
teacher so there is no confusion where they're 
coming from, but the materials do not. 

Q. Now, when you said these materials go 
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A. Very, very positive results. We 
surveyed principals and asked them, you know, how 
many times are threes materials being used, what 
percentage of the time. And we saw About a 90 
percent utilization of the materials which we were 
very happy with. 

Q. And 90 percent utilization at 
approximately how many schools? 

A. We are currently in about 7,000 middle 
or junior high schools# and they are estimating 

t, 

that there are a universe of about 10,000 to 
12,000. So in the neighborhood of 60 percent or 
more. 

Q. With respect to the focus of these 
materials, the posters, the brochures, the 
curricula, Mr. Verner, and the other materials 
that we have identified, and there were other 
materials. You identified tent cards before for 
example? 

A. Yes. 

Q. Table tents? 

A. Yes, same thing, table tents or tent 

cards. 

Q. I'm not sure I understand what the 
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difference Is -- what the precise terminology Is. 
I've seen them, tent cards, at McDonalds, but I 
didn't know that's what they were called. So it's 
new terminology to me altogether. 

Are there other organizations or 
entities which have used nonsmoking materials : 
which did not make reference to -- strike that. 
Have PSAs been run by others with respect to youth 
nonsmoking programs? 

A. Certainly. 

Q. Have those PSAs developed by others ' 

always included references to the health risks or 
dangers associated with smoking? 

A. No, not at all. 

Q. Let me show you, Mr. Verner, what has 

been marked as Verner Deposition Exhibit 42 and 
ask if you can identify that? 2 

<S) 

a. Yeah. These are examples of public ** 

. . U1 

vl 

service ads that ran on television stations w 

00 

developed in some cases by public health 
organizations, whether it be national or state. 

And I believe this has several state public health 
agencies' materials on it, 

Q. And do you remember which state health 
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agencies were involved in preparing the PSAs 
included on that tape? 

, A. Yes. I believe that Minnesota 
Department of Health and Human Services or 
something like that, Minnesota Department of 
Health, and in fact there may in fact be a 
California Department of Health message on here. 

Q. I would like to play that for the jury 
as well, Mr. Verner, if you would. 

(WHEREUPON, a videotape was played.) 

BY MR. CRIST: ' 

Q. I think that's it, Mr. Verner. Maybe 

you can stop the tape. 

None of those PSAs were among the 
Reynolds PSAs, is that correct? 

A. No. 

Q. Those were prepared by governments or 

others? 

A. Yes, they were. 

Q. That first one contained a spokesperson 

for it. Where was that obtained, do you remember? 

A. Yes. This was obtained from, I 
believe it was on the A & E Network. There was a; 

program on tobacco, and it wa* a clip of a very 
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early ad that ran. It was back in the' 60s, I v 
believe, and the gentleman that waB providing the 
editorial was the person that helped develop that 
ad. 

Q. Were the PSAs of the kind which you 
have shown us here also tested, if not those 
precise ones, but were those kind of PSAs also ’ 
tested in the focus groups? 

A. Yes, they were. 

Q. What was the reaction of those focus 
groups to those? 

A. It depended on the ads. In some cases 
they liked it. And in other cases, they did not. 
An example, the last one on the reel here was seen 
by the respondents or by the kids as being very 
silly and unrealistic, depicting smoking and 
somebody that smoked in a very exaggerated manner. 

And there is a fine line that one has 
to walk in terms of how you depict that. And in - 
some cases they see it as relevant, but in that 
case, they didn't. 

Q. Mr. Verner, I would now like to change 
gears, if we can, and turn to some of the ^ 

parent-directed materials. Is that okay? s 

j ‘ , t£» 

* * * 

U1 
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A. Sure. 

Q. And it's the second of the three 

elements, as I remember, that part of this 
program, there was the youth-directed, 
parent-directed and retailer-directed, is that 
correct? 

A. That's correct. 

Q. Let me show you, Mr. Verner, what have 

been marked as Verner Exhibits 43 -- 

MR. BEACH: Why don't we go off- the record 
until we locate the correct exhibit. 

THE VIDEOGRAPHER: Going off the video record 
at 3:13 p.m. 

(WHEREUPON, discussion was had 


off the record,) 


(WHEREUPON, a certain document 
was marked Verner Deposition 
Exhibit No. 43-A, for 
identification, as of 3-22-97.) 
THE VIDEOGRAPHER: We're going back on the 


video record at 3:15 p.m. We are now going off 
the video record at tape No, 1 at 3:15 p.m. 

(WHEREUPON, discussion was had. 
off the record.) 
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THE VIDEOGRAPHER: We're going back on the 
video record at 3 j 17 p.m. at the beginning of tape 
No.. 2 . 

T ... 

BY MR. CRISTl 

Q • Mr. Verner, I appreciate your patience 
while we straightened out our missing exhibit. 

Let me show you what have been marked as Verner 
Deposition Exhibits 43, 43-A and 44. 

Could you identify those, please? 

A. Yeah. Yes. These are examples of 
parent-directed materials, booklets and 


brochures. 


Exhibit 43 is entitled "Choices, 


Helping Your Child Make The Right Ones, A Parent's 
Guide To Reducing The Risk of Negative Behavior in 
Adolescence." 

Q. May I see that? Thank you. 

A. 43-A is called "Tobacco, Helping Your 
Child Say No, A Parent's Guide to Helping Young 
People Make The Right Decisions," and 44 is -J w 

. • 1 CD ; | 

entitled "How To Talk To Your Kids About Not ^ 
Smoking Even If You Do." ^ 

And, again, these were all 

1 : 

parent-directed materials that are designed to 
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help parents do their part by encouraging them to 
have a dialogue with their child about not smoking 
and not doing a lot of other behavioral things 
that people in that age group tend to experiment 
with. 

Q. Did the external affairs people at 
Reynolds also conduct marketing research with 
these to these materials? 

A. Yes, absolutely. 

Q. And what did you do? 

» h 

A. Same sort of process, where, once 

again, develop the materials and you:go out and 
show it to parents and you let them look at it and 
ask them to tell you what do you like, what don't 
you like and would you find it useful. 

And the results were similar to what we 
saw before, which is parents like materials that 
give them some advice and help them prompt them on 
how to talk about sometimes what would be very 

difficult subjects with their children. £ 

® 

Q. And what were the conclusions of the 

tn 

parents to these materials in particular, if you ^ 

U) 

know? ! 

A. They liked them very well. They found 
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them to be useful in having the decisions. 

Q. Now, how are these materials made 
available to parents? 

A. Through advertising, primarily. You 

can run billboards. We ran newspaper advertising 
with a toll free number where parent's could call 
and request the information. 

Q. And how much did they cost? 

A. These materials? 

Q. Yeah. 

K 

A. Nothing. 

Q. What about the other materials that 
we've been talking about, how much did those cost? > 

A. Those are free of'charge., 

Q. Now, let's turn, if we can, Mr. verner, 

to the third element of the Right Decisions Right 
Now program, the retailer-directed element. £ 

cn 

<s> 

Okay? ■ ■ 

i UT 

Why did you develop that program? j *! 

it* 

A. j Well, again, back around 1990 or so, 
there was a body of research that was starting to 
come out showing what the noncompliance rates were 
in terms of retailers selling cigarettes to people 
who were underage, and also at that time the 
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emergence of some studies that indicated that if 
the retail age laws were complied with and 
enforced that that could make a significant 
difference in access and experimentation with 
kids. 

So we looked at existing programs that 
were out there, met with retailers, met with trade 
associations and tried to come up with a way to 
expand some of the programs to help them. 

Q. Now, I want to ask you about the trade 
associations in a second, but why were you 
focusing on retailers? 

A. Because it was very important. The 
noncompliance rates that had been reported in some 
studies around that point in time indicated that 
unfortunately a large majority of the retailers 
would sell cigarettes to minors, and that's 
something we wanted to change. 

Q. And with respect to the enforcement of 
those laws, was that also an element of the £ 

<X> 

research which you conducted? ® 

LTl 

A. Yes. And, again, unfortunately not jj 
only were in many cases the -- or in most cases 
the compliance levels quite low, the enforcement 
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was low to nonexistent as well, 

so it was. a dual combination that.was 
occurring where people were not complying with the 
minimum age laws and they were not being enforced. 

Q. Did your research tell you why it was 
that they weren't being enforced? 

A. A lot of other conflicting priorities 
for particularly the local police departments. 
There were a lot of other things on their agenda, 
and this was not something they were- paying 
attention to. 

Q. And did you come to any conclusions 
with respect to the likelihood at the time you 
were doing this work about the probabilities of 
enhanced enforcement of the laws? 

A. Well, again, if the local law 
enforcement agencies would in fact enforce the 
laws, that could really make a difference, but it 
starts with ensuring that the retailers themselves 
understand the law and can comply with it. 

Q. Did you give a name to this part of the 
Right Decisions Right Now program, the 
retailer-directed part? 

A. Yes, we did. we called it Support The 
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Law, It Works. 

Q. And what was the focus of the Support 
The, Law, It Works program? 

A. A couple really -- first of all, 
education, simply educating the retailers 
particularly the clerks as to what the minimum age 
laws were. And probably the most important 
component were training materials that were 
designed to allow the clerks to understand how to 
properly I.D., the importance of I.D. Vg, how to 

9 

engage in dialogue with somebody that maybe doe? 
not have an I.D. or has falsified their I.D. 

Q. At the time you developed these Support 
The Law, It Works program, were there other i m 

(S> 

programs by Reynolds or by the industry with * 

Ln 

-J 

respect to this? \ \ 

A. Yes. The Tobacco institute and the 
industry generally had a program called It's The 
Law, which was the predecessor to Support The Law. 

Q. And what was the nature of the It's The 
Law program? 

A. Again, primarily an educational program 
that was designed to communicate what the minimum 
age laws were to retailers and the importance, of 
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placing signage at retail that communicated that 
this was a store that supported the minimum age 
requirements. 

Q. With the existing program through the 
Tobacco Institute, why did you decide to 
supplement that program? 

A. Again, what we thought when we went and 
talked to some of the owners, store managers, we 
talked to trade associations and asked them what 
else can be done to help address this problem of 
noncompliance, they talked'about the need in the' 
retail environment where you have a lot of 

. • - ... ... 7 ..... 

employees, the cashiers and the clerks that are 
constantly rotating through those stores, the need 
to educate them as to the law and how to properly 
age identify people. 

So really what it was is it took it 
another level with a primary focus on the cashiers 
and how to train them. 

Q. The people who were having the direct 
interaction with purchasers? 

A. Absolutely. The store managers 
understand what the laws are, but, you know, the; 
people who are actually selling the product are 
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* ■ 

the people that needed to be trained more 
effectively on the nature of the law and the 
importance of compliance. 

Q. Now, does Reynolds sell cigarettes at 
retail? 

A. No, we don't. 

Q. It's rather through various stores, is 
that right? 

A. I beg your pardon? . 

Q. It's rather through various stores such 
as convenience stores and so forth? , 

A. Well, where people buy cigarettes^ 
actually the store, the retailer themselves, sells 
the products to the consumer. We sell the product 
to a distributor. 

Q. Now, prior to the It's The Law program 
and the Support The Law program, did, any of these 
retail organizations themselves have programs to 
try to discourage youth smoking? 

A. I'm not real familiar with the history 
in terms of what individual retailers were doing. 

I suspect there are certain large chains that 
perhaps have their own programs. But this was to 

yi 

the best of my knowledge the first coordinated £ 
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effort that specifically emphasized training 
program materials. 

, Q* Let me show, Mr. Verner, what have been 
marked as Exhibits 45, 46 and perhaps I can ask 
to have this renumbered as 46-A -- 47, 48 and 49. 

(WHEREUPON, a certain document 
was marked Verner Deposition 
Exhibit No. 46-A, for 
identification, as of 3-22-97.) 

BY MR. CRIST: 

r, 

Q. Would you please describe those 
materials for the jury? 

A. Sure. These are programs'or elements 
of the Support The Law It Works program that came 
in a large box or a packet that went out to the 
retailers and the trade associations. 

Several pieces of materials including a 
brochure which is No. 45 'that describes why they 
need to support the law, how they need to do it 
diplomatically, the importance of the use of 
signage to deter people from even asking for 

<J1 ! 

cigarettes, how to ask for i.D.s, in this case g 
nicely but firmly, it goes through and m 

U1 

articulates the importance there. ® 
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It talks about the nature of all these 
program materials, the signage, the tear sheets 
a net the rest of that. That's just an example of a 
brochure, and it has an order form here where they 
can order these materials in either English or 
Spanish in many cases. 

Decals, door stickers. This is an 

• ’ i 

example of something that was specifically asked 
for by many of the employees. 

Q. Could I see it, please? 

f. 

A. Yes. And it says here "Avoid selling 
age restricted products to underage consumers.'* 

And it talks about how to go about asking for it, 
visually check for the legal age. If doubtful, 
ask to see identification. If it's not 
satisfactory, do not make the sale. Be firm but 
polite. State it's the store's policy and remind 
them it's the law. 

This policy asks, again, where there is 
this different age for tobacco and alcohol, and 
the ability to use a grease pen or pencil to put 
in what date the individual to have been born on 


to buy those products. 


Importantly, a store policy 
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acknowledgment where the employee is informed to 
read this, that they have gone through the 
materials and signed it stating that .they 
understand what the law is and the store policy; 
other forms of signage. 

In many cases some of them that were 
designed to dangle from the ceiling. And a 
videotape which was developed with the trade 
associations and an advertising agency to. help 
train clerks on how to ask for I.D. and to resolve 
conflicts that may occur at retail. 


I would like to play that for the jury. 


Mr. Verner. 


, A. Sure. 

(WHEREUPON, a videotape was played.) 

BY MR. CRIST: 

Q. Thank you, Mr. Verner. How were these 
materials made available to retailers? 

A. Again, through advertising in 
newspapers or magazines, trade journals, industry 
trade journals as well as through the trade 

in 

associations themselves. <* 

s» 

•£> 

Q. Okay. Were they also given to u, 

in 

retail -- or to customers of Reynolds? w 
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A. Yes. Our sales representatives had the 
program materials and put them in stores where 
they could. 

Q. Have Reynolds—* or did Reynolds take 
this program to any of the trade associations? 

A. Yes. 

Q. And specifically which ones do you 


recall? 


FMI, which stands for the Food 


Marketing Institute, the NACS or NACS or the 

K 

National Association Of Convenience Stores which 
is a very large group that has places like 7-11 or 
Circle K, many of the very large convenience 
outlets, the National Association Of Chain Drug 
Stores. Again, the drug stores have their own 
trade association and many of them sell tobacco 


products. 


So we went to all of those trade 


associations. Even things like the Korean Grocer's 
Association, in order to present the materials to 
them, attempt to get their endorsement and have 
them help us distribute the program. 

Q. How were they received? 

A. Very well, very well. And they were 
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Involved In the development of the programs. So 
we were not surprised that they received them 
well. 

q. Now, when a chain of stores or an 
individual retailer for that matter decides he 
wants to use these materials, does Reynolds insist 
on any kind of a credit? 

A. No. They can put their own logo on it 
if they want. It doesn't matter to Reynolds. 

There are some very large merchandisers that have 
their own internal employee training programs. 

Many of them have asked us if they can just have 
that and build that into their own program with 
their own logo, and that's fine, 

Q. How many of the Support The Law 
materials were distributed? 

A. 70,000. 

Q, In addition to the distribution that 

Reynolds made through its own sales force and the 
distribution that Reynolds mad6 through some of 
the large chains, what other form of distribution 
was there with respect to these material? 

cr> 

A. In some areas, local law enforcement ® 

r ui 

agencies have played an active role in putting ^ 


Wolfe, Rosenberg & Associates 

** * * * ^ Chicago, IL (312) 782*8087 • Wheaton, IL (630) 221*8087 




(800) 708-8087 
hnpM 


innn 






100 


sm 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 
11 
12 

13 

14 

15 

16 

17 

18 
19 

' 20 
21 
22 

23 

24 


them out. The Jaycees also have been very vital 
In helping promote this program. 

Q, Has there been any research conducted 

with respect to the effectiveness of this program? 

A. Yes . 

Q. And can you tell us about that, please? 

A. Yes. Some years back we worked with a 

professor at the University of Colorado in 
Boulder, a gentleman by the name of John 
Lymberopoulos. 

V- 

Q. That's a tongue twister? r " 

A. I won't be able to spell it, but Dr. 
Lymberopoulos at the University of Colorado was 
retained by us to do a study which he designed and 
he interpreted which by working with law 
enforcement agencies in the Boulder and the Denver 
area, Dr. Lymberopoulos selected a number of 
stores to contain the Support The Law program and 
then other stores that did not have it. 

And Dr. Lymberopoulos then employed 

through a talent agency people who were underage 

\ 

to go in to attempt to purchase cigarettes in the 
stores with and without, and he was then able to 
assess the compliance rate within the stores for 
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thbse that had the Support The Law program versus 
those that did not. -. 

Q. And what were his findings? 

A. That in the stores that had the Support 
The Law program in it, there was a very 
significant decline over time in the percentage of 
those stores that were willing to sell cigarettes 
to minors. 

So what he was able to demonstrate is 
that the presence of the materials in those stores 
made a material difference in the ability for » 
somebody underage to come in and buy cigarettes. 

Q. What's the current status of the 
Support The Law It Works program? 

A. It has really been merged more into a 
Tobacco Institute program called We Card. 

Q. So there is a new program which is 
taking the place of the Support The Law program? 

A. Yes, yes, there is, and key components 
of the Support The Law program have now been : 
incorporated into an overall industry and trade 
association effort. 


Ol 


Let me show you, Mr. Verner, what has 


been marked as Exhibit 50 to this deposition 
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Would you identify what that package is, please? 

A. Yes. It's a very large box called "We 
Card State Law Prohibits The,Sale Of tobacco To 
Minors" and it's made available by the Coalition 
For Responsible Tobacco Retailing. 

Q. Can you tell us, Mr. Verner, who is 
involved in the Coalition For Responsible Tobacco 
Retailing? 

A. Combination of the manufacturers and 
the major trade associations. 

Q. Major trade associations of -- -*.■ 

A. Retail -- I'm sorry. Retail trade 
associations, the retailers that are responsible 
for selling the product, 

Q. Could you explain to us what this We 
Card kit consists of? 

A. Yes. There is quite a bit of materials 
in here. I'll summarize some of the key ones. 
Again, a training video cassette, training audio 
cassette. So in addition to the video we saw here 
there is another training program that is audio, 
window and door decals, pins, tear sheet pads. £ 

Ch 

® 

For example, it's not uncommon to see * 

: un 

in the store right now that if somebody comes in m 

‘■'J 

* * — 

: '■ - • ■ : ' 11 
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and does not have any age Identification, the 
retailer can simply use this tear pad, give them 
this sheet of paper and say this is why I can't 
sell it to you. 

It's very important to the retailers 
for a regular customer or somebody that's related 
to a regular customer to be able to go on the 
record as to why they are not making the sale. 

A break room remainder card which is 
very similar to what I pointed out earlier, the 
importance of age identifying people and making '" 
sure their I.D. has not been altered in any way. 

Counter signs, age of purchase 
calendars, employee training workbooks, a whole 
combination of materials. 

For example, this one here "State law 
prohibits the sale of tobacco to minors. If you 
weren't born on today's date in 1979, you can't 
buy tobacco products." 

Again, it helps the clerks very 
importantly to understand that this is a key date 
as it relates to cigarettes. £ 

: '■ ■' - ci. 

This program material here, I ® 

believe, -- I'm not sure this was done by state, ^ 

1 00 
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So*depending on the state, the materials may be 
different. 

‘Q• What does the Coalition For Responsible 
Tobacco Retailing charge for these materials? 

A. They are free of charge. 

Q. To what extent have these materials 
been distributed to retailers throughout the 
country? 

A. These have been very widely distributed 
with between 200,000 and 300,000 retail stores 
having these materials distributed to them whicK' 
is a very large percentage of large stores that 
are out there. That is a very high penetration 
rate. 

Q. What's the goal? 

A. A hundred percent. 

Q. How is it that these materials were 
distributed? 

A. Combination through the trade 
associations themselves and a concerted effort 
with the manufacturers. 

Q. Mr. Varner, we've described a number of 

activities over the course of the past 30 years 

that Reynolds and others have been involved with 


sm 
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to*try to discourage youth smoking, correct? 

A. Yes. 

. Q* And in particular, we've discussed most 
completely today the three elements of the 
Reynolds Right Decision Right Now program, right? 

A. That's correct. 

Q. One portion of which has now been 

merged into the We Card program? 

A. Yes. 

Q. Mr. Verner, what is your view with 

respect to what effect the child-directed, 
parent-directed and retailer-directed efforts are 
likely to have on the incidence of youth smoking? 

A. Well, they can if they are all done 

correctly and other people do their parts as well 
make a very significant difference. 

When we developed these programs, we 
took a look at who is responsible for helping 
children not to smoke. And you look at what is 
the role and the responsibility of parents, what 
is the role and the responsibility of teachers in 
the school environment, what are the roles and 
responsibilities of the retailers in the retail 
trade environment. 


sm 


Wolfe, Rosenberg & Associates 

m m Chicago, IL (312) 782-8087 • Wheaton. IL (630) 221-8087 


(800) 708-8087 
http://www. wracorp.com 






mnn 


51604 5760 







106 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
2 1 
22 

23 

24 


• We believe that these programs area 

very good faith effort to help assist other people 
do ..their jobs in talking to children about not 
smoking and not selling them cigarettes. 

So all of these together fulfill a very 
important role that we believe that if they work 
in concert can make a very real difference in 
underage smoking. 

MR. CRIST: Thank you, Mr. Verner. I have no 
further questions. 

THE WITNESS: Thank you. 

MR. CRIST: At this time, I would like to 
move into evidence those documents which were 
marked as Exhibits 1 through 50 that were 
discussed by Mr. Verner on the record. I believe 
there may have been a couple that we didn't 
actually reach, but I would move each of those 
into evidence, either substantive evidence or as 
appropriate demonstrative exhibits, and thank you 
very much. 

Since the plaintiffs have decided not 
to attend today, I assume that any 
cross-examination which they might have has been 
waived by them. That concludes our deposition. 
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Thank you. 

(WHEREUPON, discussion was had 
r • off the record.) 

MR. CRIST: Let's go off the record and 
discuss that. 

THE VIDEOGRAPHER: Going off the record at 
3:46 p.m. at the end of tape No. 2. 

(WHEREUPON, discussion was had 

off the record.) 

THE VIDEOGRAPHER: We're going .back on the 
video record at 3:53 p.m. 

My name is Cary Davidow, the “ 

videographer. I certify that this videotaped 
deposition of Mr. Kevin verner taking place this 
day is a complete and accurate recording of the 
on-record events of this deposition. I will 
supply a certificate of authenticity to be sent 
out with a copy of the video cassette. We are 
going off the video record at 3:54 p.m. at the end 
of tape No. 2. 

FURTHER DEPONENT SAITH NOT. 
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STATE OF MISSISSIPPI ) 


) SS 


COUNTY OF JACKSON 


IN THE CHANCERY COURT OF 
JACKSON COUNTY, MISSISSIPPI 
IN RE MIKE MOORE, ATTORNEY GENERAL ) 


EX REL, STATE OF MISSISSIPPI 
TOBACCO LITIGATION, 


) Cause No. 
) 94-1429 


I hereby certify that I have read the 
foregoing transcript of my deposition given at the 
time and place aforesaid, consisting of Pages 1 'to 
107, inclusive, and I do again subscribe and make 
oath that the same is a true, correct and complete 
transcript of my deposition so given as aforesaid, 
and includes changes, if any, so made by me. 


KEVIN VERNER 


SUBSCRIBED AND SWORN TO 


before me this 


, A.D. 199 . 


Notary Public 
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STATE OF ILLINOIS ) 


) SS: 

COUNTY OF C 0 0 K ) 

I, SUSAN M. MARTINO/ a Notary Public 
within and for the County of Cook, State of 4 
Illinois/ and a Certified Shorthand Reporter, 

CSR No. 84-1990, of said state, do hereby certify! 

That previous to the commencement of 
the examination of the witness, the witness was 
duly sworn to testify the whole truth concerning 
the matters herein; 

That the foregoing deposition 
transcript was reported stenographically by me, . 
was thereafter reduced to typewriting under my 
personal direction and constitutes a true record 
of the testimony given and the proceedings had; 

That the said deposition was taken 
before me at the time and place specified; 

That the reading and signing by the 
witness of the deposition transcript was agreed 
upon as stated herein; 

That I am not a relative or employee or 
attorney or counsel, nor a relative or employee of 
such attorney or counsel for any of the parties 
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hereto, nor interested directly or indirectly in 
the outcome of this action. 

IN WITNESS WHEREOF, I do hereunto set 
my hand and affix my seal of office at Chicago, 
Illinois, this ^^T^tay o£ ~fo***f ^L 9 9 7 . 


Notary Public, Cook County, 
Illinois. 

My commission expires 2/27/99. 


C.S.R. Certificate No* 84-1990. 


SUSAN M. MARTIN 0 % 

[«* ' jloUTVPutH-c,StlUoHHinW 5 

My Cwwisrw tuptrw l 'W& _J| 
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WITNESS 
KEVIN VERNER 

By Mr. Crist 


EXAMINATION 


EXHIBITS 

NUMBER 

Verner Deposition Exhibit 


MARKED FOR ID 


Nos. 1 through 57. .......... ...3 

No . 4 3 - A.... ....". . .. $6 

No. 46- A... . . .. 95 
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Business Experience 

Feb. 1997 - Present 

Dec. 1994 - Feb. 1997 
Feb. 1993 - Dec. 1994 
Aug. 1990 * Feb. 1993 
1987 - 1990 
1986 - 1987 
1984 - 1986 
1983- 1984 
1982 - 1983 

July 1980 - Dec. 1981 

Education 

August 1976 • 

April 1980 

September 1980 - 
December 1981 
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_ KEVIN L. VERNER __ 

PERSONAL/CONFIDENTIAL MATERIAL REDACTED 


WMS Gaming Inc., Chicago, Illinois 
Vice President, General Manager 

R.J. REYNOLDS TOBACCO COMPANY, Winston-Salem, NC 

Vice President - New Business Development 

Director - New Business Development 

Director • External Relations, Public Policy 

Senior Brand Manager • Salem Brand 

Brand Manager • New Product Development 

Assistant Brand Manager - Winston Brand 

Assistant Research Manager • Marketing Development 

Sr. Marketing Research Analyst - Marketing Development 

CHAMPION SPARK PLUG CO., Toledo, OH 
Marketing Research Analyst 

University of Michigan, 

Bachelor of Arts in Economics 

University of Toledo, 

Graduate Studies in Econometrics/Statistics 7 


pep, ex, MQ, 

FOS ID- AS OH -_?• 4 "7 

aflO^-nduslp^^ 


51604 5767 






i-j f.V ~<3I .'J 




51604 5768 


idii-omi-jmo ww ^ gwnSu * ^ g 



«WMW 
m nin »i»3 
pm aiuea^ 


siuej0»jd/$|j9f|] wipiwi!5-i»N «iiii(>,4 ix 

pue dftl jo 4WJ5IH 


http://legacy.library.ucsf.edu/tid/njq07a00/pdBource: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 











































CIGARETTE ADVERTISING CODE 

ARTTCT F IV 

ADVERTISING STANDARDS 

( 1964 ) 

Advertising Placement Restrictions: 

• No advertising during television programs or in publications not 
directed primarily to persons 21 and older 

• No advertising in school, college or university media 

• No advertising in comic books/comic supplements in 
newspapers 

Advertising Content Restrictions:» 

• Advertising cannot represent that smoking is essential to social 
prominence, distinction, success or sexual attraction 

■ v ■ 

• Natural/fictitious persons depicted in advertising shall be at least 
25, and not be made to appear to be less than 25 

• Use of attractive, healthy looking models is permissible, so long 
as there is no suggestion that their attractive appearance or 
good health is due to smoking 

• Advertising cannot depict smoking in an exaggerated manner 

•Advertising cannot depict as person well known as an 
athlete 

• Advertising cannot depict a smoker as participating in, or 
obviously having just participated in, physical activity 
requiring stamina beyond that of normal recreation 
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Advertising Content Restrictions (contd): 

• No testimonials from athletes or celebrities in the 
entertainment world 

• Generally, no representation with respect to health 

• Generally, no representation with respect to use of filter to 
remove certain smoke constituents 

Product Sam plingf: 

• Samples shall not be distributed to persons under age 21 

• No distribution of product samples on school, university or 
college campuses 
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CODE OF 

CIGARETTE SAMPLING PRACTICES 

( 1983 ) 

Restrictions on Distribution of Samples: 

• No samples to persons under age 21 

• No sampling in public places within two blocks of any center of 
youth activities (such as playgrounds, schools, college 
campuses or fraternity/sorority houses) 

• No unsolicited samples may be sent through the mail 

• No samples may be distributed to a person in a vehicle 

Restrictions on Persons Conducting Sampling: 

• Persons conducting sampling shall not urge any adult aged 21 
or older to accept a sample if the adult declines to accept it 

• Persons conducting sampling shall indicate that samples are 
intended only for smokers 

• Persons conducting sampling must secure their stock of 
samples in safe locations 

• Persons conducting sampling must avoid impairing the flow of 
traffic 

• Persons conducting sampling must dispose of litter in the 
immediate vicinity of the sampling activity 

Termination o f Sampling: 

• In the event circumstances arise making it unlikely that sampling 
can occur in accordance with the requirements of this Code, 
sampling must cease until such circumstances abate" ~ 
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CIGARETTE ADVERTISING & 
PROMOTION CODE 
( 1990 ) 

Restrictions on Advertising Placement: 

• Advertising shall not appear in publications directed 
primarily to persons under age 21 (including school, 
college or university media) 

• Advertising shall not appear on billboards within 500 

feet of any elementary, junior high school, high school, or 
playground 

Restrictions on Advertising Content: 

• No one depicted in an advertisement shall be or appear 
to be under age 25 

• Advertising shall not suggest that smoking is essential to 
social prominence, distinction, success or sexual 
attraction, nor shall it picture a person smoking in an 
exaggerated manner 

• Advertising may use attractive, healthy looking persons, 
provided there is no suggestion that their attractiveness 
and good health is due to cigarette smoking 

• Advertising cannot depict as person well known as an 
athlete 

• Advertising cannot depict a smoker as participating in, or 
obviously having just participated in, physical activity 
requiring stamina beyond that of normal recreation 
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• No sports or celebrity testimonials shall be used or 
those of others' who would have special appeal to 
persons under age 21 

• No payment may be made for placement of any 
cigarette (product or advertisement) as a prop in any 
movie produced for viewing by the general public 

Restrictions on Product Sampling’: 

• No samples to persons known to be under age 21 or 
who, without reasonable identification, appears to 

be less than 21 

• Sampling shall not be conducted on in or on public 
streets, sidewalks or parks, except in places that 
are open only to persons to whom cigarettes may 
be lawfully sold 

• Sampling shall not be conducted in any public place 
within two blocks of any centers of youth activities 
(such as playgrounds, schools, college campuses, or 
fraternity/sorority houses) 

• Unsolicited samples shall not be sent through the mail 

• Samples shall not be distributed by mail without 
written, signed certification that the recipient is 21* a 
smokers, and wishes to receive a product sample 

• Persons engaged in sampling shall not urge any adult 
aged 21 and older to accept a sample if the adult 
declines or refuses to accept such sample 

• Persons conducting sampling shall indicate that samples 
are intended only for smokers 
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• Persons conducting sampling must secure their stock of 
samples in safe' locations 

• Persons conducting sampling must avoid impairing the flow 
of traffic 

• Persons conducting sampling must dispose of litter in the 
immediate vicinity of the sampling activity 

• In the event circumstances arise making it unlikely that 
sampling can occur in accordance with the requirements 
of this Code, sampling must cease until such 
circumstances abate 

• Contracts with persons conducting sampling must 
require adherence to the sampling provisions of this 
Code 

• Persons engaged in sampling must be monitored on a 
periodic basis by the manufacturer 

• Manufacturers must take all reasonable steps to ensure that 
a person who knowingly engages in sampling in a 
manner contrary to the sampling provisions of the 

Code shall be discharged 

Restrictions on Otker Promotional Activities: 

• No distribution of non-tobacco premium items bearing 
cigarette brand names, logos, etc. without written, 
signed certification that the addressee is 21 or older, a 
smoker, and wishes to receive the premium 

• There shall be no other distribution of non-tobacco 

premium items bearing cigarette brand names, logos, etc., 
except with the purchase of a cigarettes to persons' 21 or 
older ___ 

$<*#» 
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• Clothing bearing cigarette brand names or logos shall only 
be in adult sizes' 

• Samples shall not be distributed on the basis of phone 
requests 





















We’re R.J. Reynolds Tobacco, and we're urging 
you not to smoke. 


We’re saying this because, throughout the world, 
smoking has always been an adult custom. And 
because today even among adults, smoking is 
controversial 

Your first reaction might be to ignore this advice. 
Maybe you feel we’re talking to you as if you were a 
child. And you probably don’t think of yourself that way. 

But just because you’re no longer a child doesn’t 
mean you’re already an adult. And if you take up 
smoking just to prove you’re not a kid, you’re kidding 
yourself. 

So please don’t smoke. You’ll have plenty of time as 
an adult to decide whether smoking is right for you. 

That’s about as straight as we can put it. 

R. 1. Rey nolds Tobacco Com pany 
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It’s a crazy world. 

Most aclults we know would love to look younger 
than they really are. While most young people are busy 
trying to look more adult. : 

This is one reason why many young people take up 
smoking. 

Well, we wish they wouldn't. 

• For one thing, it doesn't work. A fifteen-year-old 
smoking a cigarette looks like nothing more or less 
than a fifteen-year-old smoking a cigarette. 

Even though were a tobacco company, we don't 
think young people should smoke. There is plenty of 
time later on to think about whether or not smoking is 
right for you. 

Besides, when you think about it, being grown up 
is highly overrated. You have to go to work, pay taxes, 
wear normal clothes and raise kids who grow up to be 
teenagers. 

Why be in such a hurry? 

R. T. Reynolds Tobacco Company 



If some of your friends smoke, and they makeyou feel like you should 
smoke, too, thatfe "peer pressure.” r 

But even though wete a cigarette company, we think young people 
shouldn't smoke. Even the decision to smoke or not to smoke shored wait 
until route an adult 

So we put together these ideas to help you recognize peer pressure— 
and resist it 


Tbctktil: Go ahead and take a puff- what's the matter, art you chicken? 

Answer: \bu must think I'm pretty dumb to fall for that one. It takes a 

lot more guts to do your own thing than to just go along with 
the crowd 

Ihctic #2: Comm, all tht cool kids smoke. 

Answer: hb^thekidswitosmokearetryin 2 toIoofccool.Butifthey 

rtafly wm cool, maybe they wouldnt have to try so hard. 

Tactic #?: Hey, Tmyowrfriend- would l steeryou wrong? 

Answer: Fhends are people who like you for who you are, not for what 

they want you to be. Ifyoute really my mend, back off. 

Tactic $4: Do you want everybody to think you’re a nerd? 

Answer; Surelcazewhatotherkidsthinkofine.Butiftheybasetheir 

opinions on stuff like smoking, their opinions aren't worth 
much. 

Tadic #5: I bet you're just scared your parents will find out. 

Answer: I wouldn’t blame my parents for getting teed off. How can 1 

expect them to treat me like an adult i f I sneak around and act 
like a kid? 

Itb natural for you to want to be just like your friends. 

But if you don’t smoke, maybe your friends wiU want 

to be just like you. 






Some 

surprising advice 
to young people 
from RJ Reynolds 
■ Tobacco. 



Don't smoke. 

For one thing, smoking has always been an adult custom. And 
even for adults, smoking has become very controversial. 

So even though we’re a tobacco company, we don't think its a 
good idea for young people to smoke. 

Xow. we know that giving mis kind of advice to young people can 
sometimes backfire. 

But if you take up smoking just to prove you’re an adult, you’re 
really proving just the opposite. 

Because deciding to smoke or not to smoke is something you 
should do when you don’t have anything to prove. 

Think it over. 

After all, you may not be oid enough to smoke. But you're old 
enough to think. 



J -V—— 
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T he 600 citizen volunteer members of the National Associa¬ 
tion of State Boards of Education (NASBE) provide policy¬ 
making leadership to public education in the United States. 
Their efforts are designed to assure quality education to 
every child in every classroom in the states and territories. - 
As education leaders, state board members recognize chat a partner¬ 
ship exists among schools, parents and communities. This publication is 
an example of two of these, education and business, reaching out to the 
third, parents. 

NASBE is proud of Helping Youth Decide- We believe the booklet meets 
a crucial need of parents. We have received hundreds of letters of thanks 
from parents, education and social welfare professionals and others who 
have found it useful and instructive. 

A half million copies of the first, 1984, edition have been distributed, 
on request, to individuals and groups. A Spanish version, Dectdiendo Jun¬ 
tos, U also available from NASBE. 

We hope that patents who use these guides will find them useful in 
establishing effective parent-child communication and in helping chil¬ 
dren learn to make sound decisions. NASBE believes that sound commu¬ 
nication and decision-making skills are critical to every child’s journey 
toward responsible adulthood- 

January 1986 Phyllis Blaunstein 

Second Edition Executive Director 

National Association of 
State Boards of Education 


NASBE, a nonprofit organisation, accepts outside /undmg for educational l 
projects, ft does not, however endorse the products of any sponsor 
Publication and free distribution of Helping Youth Decide tuts mode possible 
by The Tobacco Institute, Washington. D.C., an association of cigarette manu¬ 
facturers uho as a matter of longtime policy and practice believe that young peo¬ 
ple should not smoke. It is the Institute's hope that this booklet will help parents 
deal u-ich the full range of decisions adolescents face today. 
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Introduction 


C hild raising has been a subject of debate among adults as 
long as there have been children. Almost every parent has 
opinions, or has heard theories about one of the most tenu¬ 
ous and difficult of family relationships: that between 
parent and adolescent. 

You’ve probably said it yourself a hundred times. And you're right. 
Raising an adolescent is hard on the parent. But adolescence can be 
even more difficult for the youngster, who is trying to make the transi¬ 
tion to young adulthood and is not quite sure how to handle it. 

This is the time when your young teenager will be faced with many 
new decisions. Some decisions will be small, others important. Consider 
the following examples: how to dress. . . whom to choose as friends. . , 
whether to quit school... go to college . . . when to begin dating . . . 
whether to take a job. 

Making responsible decisions is a skill that is best learned with the 
help of someone more experienced. With adult help, youngsters are 
more likely to make good choices. 

Shared decision making begins with good communication between 
parent and child. Good communication skills help to strengthen the 
mutual respect and trust in the family, it is the objective of this booklet. 
to help family members better understand each other, talk more easily 
and effectively to each other, and make more responsible decisions that .. 
are more agreeable to both parent and child. 

This booklet is divided into three parts. Parr 1 discusses what's 
involved for you and your child during the adolescent years. Part 11 sug¬ 
gests ways to develop more open lines of communication with your teen¬ 
agers and to guide them in decision making. Part III includes materials 
designed to help you implement the ideas presented in the preceding 
sections—some “homework" for parent and child. 


I 






51604 5782 






M ark Twain wrote that at age 17 

he thought his father the most 
ignorant man who ever lived, but 
at age 21 he was amazed at how 
much the old man 
had learned in four short years. 

What we call the generation 
gap isn’t anything new. Through¬ 
out history, teenagers—no longer 
children, but not yet adults—have 
questioned the rules laid down by j 
their parents and by society 
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Questioning authority, testing the rules and 
experimenting with adult behaviors are all a 
natural part of adolescent growth. Youngsters 
want freedom, yet freedom is frightening. 
There are new feelings to contend with. Bio¬ 
logical and emotional changes are taking 
place within that young teens do not fully 
understand. 

Most importantly, they wonder who they 
are. what they believe and where they belong. 
Adolescence is the time when children are 
trying to discover their identity. There are 
many “tasks" involved in undertaking this 
search. 


For the first time, young persons are 
beginning to look toward the future and to 
try to fit it with the past and present, They 
often have great dreams and become very idc* 
alistic. This hopefulness is one way they begin 
to feel some control over theirdesemy. 

Young teenagers are trying to arrive at a 
clear sense of their own feelings and beliefs* 

While they 
want to be 
unique and 
independent, - 
they are self- , 
conscious and 










afraid of being "different." As a result, young 
teens often dress and act like their friends, 
the seme of security thus attained allowing 
them to search for and test new and different 
beliefs and behaviors. 

Adolescence is a time of experimenting and 
testing. Young people try out different behav¬ 
iors and take risks and leam from reactions of 
family and friends. Thus they find out what 
their abilities, interests and responsibilities 
are. 

Teenagers are also facing the eventuality 
of leaving home and joining a working 
society. They must mesh their interests, skills, 
and talents with the duties, jobs and roles 
available to them. They often feel a sense of 


inadequacy and may underestimate them¬ 
selves. They need to experiment and compete 
in work and play to discover where they fit in. 

As young people become more sure of who 
they are and more confident of themselves, 

they can begin 
to share more 
of rheir hopes 
and fears with 
others, espe¬ 
cially their 
peers. It is 
normal for 

y*r- vs; adolescents to 
■jlp. begin shifting 
some of their 
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emocional dependency from their parents to 
their friends. 

They will also begin to define more dearly 
their relationships with others. Whom they 
will follow and whom they will lead become 
important decisions. 5y beginning to develop 
a responsibility toward younger friends and 
neighbors they are preparing for the adult role 
of guiding and teaching others. 

Finally, adolescents are beginning to nan 
row and deepen their interests. Instead of a 
passing interest in many things, they begin to 
develop a deeper interest in a few ideas and 
activities. 

Young people are undertaking a 
search for their iden¬ 
tity within a confusing 
array of choices and 
challenges. Their wofld 
is no longer the grade- 
schooler’s simple and 
secure environment* 
protected by parents 
and teachers. 

In junior and senior 
high school, teachers 
are more challenging 
and the subjects more 
difficult. There’s more 
competition for the 
attention and approval 
of classmates... 
increased expectations of parents and teachers 
. . . new extracurricular activities. 

In earlier rimes, the institutions of family, 
neighborhood and community provided 
stability that could help young people safely 
through the "growing up" process. Now soci¬ 
ety is increasingly fragmented and television 
has introduced children to all aspects of adult 
life. 


Thus, communication between parents and 
their children has become more crucial. 

Young people need support and advice on 
how successfully to manage the ‘‘work" of the 
adolescent years. 

Experiencing growing pains as they verge 
on maturity, adolescents also heed gradual, . 
reasonable preparation for making their own 
decisions. This includes opportunities to dis¬ 
cuss with parents, as well as their peers, what 
their choices are and the possible conse¬ 
quences of their actions, in the following sec¬ 
tion we will discuss the various aspects of 
communications skills and responsible deci¬ 
sion making. 
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G ood communication within the 
family is the foundation for the 
mutual trust that encourages 
responsibility. When parents and 
children are able to communicate 
well, they find it’s much easier to resolve conflicts 
and to arrive at mutually agreeable decisions. 

To communicate effectively, parents need to 
express accurately to their children their own ideas 
and feelings as well as to listen to and understand 
the youngster’s thoughts and emotions. Adoles¬ 
cents, even more than younger children, need 


i 






51604 5787 


someone who will listen. They need a sound¬ 
ing board off which to bounce developing 
ideas, and they need someone with whom to 
calk out their problems. 


How Not to 
Communicate 

Good communication is particularly diffi- 


instead of listening, parents react with 
responses that block communication. 

For instance: 

Typical Response 
Threatening 

"If you don't, then, , . " 

"You'd better, or...." 

Possible Reaction 

Invites testing of threatened consequences, 
anger, rebellion. 
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Typical Response 
Preaching 

“You should have,. . 

“It is your responsibility .. . 

“You ought to.. 

Possible Reaction 

Communicates lack of trust in child's sense 
of responsibility. 

Typical Response 
Blaming 
“You ore lazy” 

“You are not thinking 
maturely." 

Possible Reaction 
Cuts off communication 
from child over fear 
of being criticized. 

Typical Response 
Analyzing 

“What’s wrong with 
you is... 

“You're just tired." 

‘You don't really mean 
that.” 

Possible Reaction 

Stops communication as child fears being 
misunderstood or exposed. 

Typical Response 
Pacifying 
“Oh, cheer up " 

“It’s not so bad!" 

Possible Reaction 

Makes child feel misunderstood, angry, 
confused. 


Typical Response 
Probing 

“Why did you do that?" 

“Who was there with you?” 

“Exactly what did you say?" 

Possible Reaction 

Provokes anxiety, withdrawal, half truths to 
avoid criticism. 


Typical Response 
Avoiding 

“Lot's talk about pleasant things." 
Remaining silent, turning away. 

Possible Reaction 

Implies child's problems art unimportant, 
discouraging openness. 

One of the best ways parents can avoid 
these typical responses is to concentrate more 
on listening. When parents listen with 
interest, children feel their ideas are valued, 
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chat they are respected. Such respect gives the 
child a sense of self-esteem and confidence as 
the child reasons, “If my parents believe I'm 
worth listening to, I must be a person of value 
and importance." . 

Listen- 

SoThey’llTalk 

Listening is an art that requires practice. 
Here are some ideas to help you become a bet¬ 
ter listener, for your child's sake. 

Be attentive. Stop what you’re doing as soon, 
as you can and give full attention. Focus fully 
on your child's words, using eyes as well as 
ears. A youngster may say nothing is wrong 
when dejected looks tell you differently. So be 
sensitive to tone of voice and expression. Ask 
yourself what your child is trying to tell you. 

Encourage talk. Eye contact, a smile, a nod 
and one-word responses indicate understand¬ 
ing if not agreement. Keep questions brief, 
open and friendly, but try to avoid “why" 
questions. Children don’t always know all the 
reasons behind their actions and feelings and 
open-ended questions won't help. 

Often, 
repeating an 
important idea 
your young 
eeen has 
expressed, but 
in a tentative 
way, draws the 
child out. "It 
sounds like 

your feelings were hurt when she said that." 
“You must feel very proud to have done that. 
Am I right?" 


Try to empathize. Understanding others 
begins with empathy, putting onejelf into 
their shoes, as we will see in an exercise in 
Part III. Empathising with the adolescent 
takes imagination and patience. But try to 
focqs on underlying feelings your youngster 
may be finding difficult to express, Demon¬ 
strating empathy helps you both understand 
the youngster's actions and reactions better. 

Listen ivith respect. React to your child as 
you would to an adult friend. Grownups tend 
to do most of the 
talking when con¬ 
versing with young 
people. Listen as 
much as you talk. 

After speaking for 
Haif a minute or 
so, stop and let 
your youngster 
have a chance. 

And accept the fact 

adolescents are complainen. Let them get 
their grievances off their chests, Try not to 
interrupt or push a topic they don't want to 
discuss. 

Listening is certainly one of the most 
important skills of parenthood. It builds close-* 
ness, It also helps young people release - 
pent-up emotions and strengthens their abil¬ 
ity to make decisions and solve their own 
problems. 








51604 5790 







Talk- ‘ 

SoThey'll Listen 

Take time to have relaxed conversations 
alone with each of your children on a regular 
basis, five or 10 minutes each day. Frequent 
talks will help you spot difficulties before they 
become real problems. 

So often when parents talk to their young- 
sters, they correct, criticize or command. 
Though we may occasionally need to direct 
behavior, the conversation should be enjoy¬ 
able for both parent and child. We should also 

have talks about 
wprld events and 
reading, sports 
and movies, sci¬ 
ence and religion, 
thoughts and 
feelings. In open 
^ discussions, vari*. 
,A ous points of view 
are expressed and 
everyone both talks and listens. It is often 
helpful to be doing something together when 
you talk—and preferably when others are nor 
around. 

Here are some specific guidelines for talking 
with adolescents. 

Show respect. As you did in listening, so in 
talking. Show your young teenager the same 
courtesy and interest you would show your 
adult friends. 


Be brief. The time to stop talking is before 
your youngster stops listening. If you must get 
across a message, feed a .little information— 
remember the half-minute rule for good 
listening?—then ask for comment before add¬ 
ing a little more. Try not to lecture. 

Be aware of your tone of voice. Often it's not 
what you say but how you say it that conveys 
your message—how loudly, softly, fast or 
slowly you speak. 

You also commun¬ 
icate with eye 
contact and facial 
expression, 

Be specific- Strive 
consciously to com¬ 


municate in simple 
and specific terms. 

For instance, in¬ 
stead of M I wish you didn't look so sloppy," say 
"I'll treat you to a haircut Saturday." Instead 
of "We'll |o to the pool together soon," spec¬ 
ify "let’s go swimming this weekend." 

And, lastly, help your youngster empathize 
with you by expressing your feelings. Reveal 
some of your inner self. Let your youngster 
know you also are an individual and can be 
hurt by others, even confused in your chink¬ 
ing and fearful of certain situations. 

Emphasize your feelings, not their behavior. 
Don't say: "You should be helping me with 
dinner and the dishes. You're so 
lazy and inconsiderate sometimes,” 
f "You" message) 

Do say: "I get so angry when I get stuck 
doing ail this work by myself." 

CT message) 
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Don’t say: ‘'Your room is such a mess. How 
can you live like that?" 

("You" message) 

Do say: “When I see clothes spread all over 
the floor, I am furious. 1 feel like 
throwing the whole mess into the 
trash." H" message) 

“You” messages tend to cast blame, 
lower self-esteem, harm the relationship 
and fail to change behavior in the long 
run. “I” messages tell others how we 
fee l, state the problem and how it affects 
us, do not threaten, and tend both to 
help the relationship and change be¬ 
havior. 

By adopting better ways of talking and lis- 
tening, parents accomplish a lot toward edu¬ 
cating their children for responsibility. Young 
teens are in transition, preparing for a time 
when they will have to be more independent. 
Good communication builds good relation¬ 
ships and is the best foundation for helping 


ou: young teenagers learn to make more of 
their own decisions, 



Children and adolescents need the oppor¬ 
tunity to practice making decisions in order 
to become self-directed, critical thinkers. 


They need the opportunity to learn that 
sometimes postponing a decision is a decision 
in itself. 

When parents make all decisions, children 
tend to see their lives as controlled by others. 
Then they are not likely to attempt decision 
making when they reach adolescence. Adults ~ f 
who suggest and help, rather than direct and 
decide, are more likely to instill the confi¬ 
dence adolescents need to make more and 
more independent decisions. 
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Young people need opportunities to exam¬ 
ine the potential consequences of choices, to 
choose and to accept the responsibility for the 
choices they make. 

Here are steps you can follow to teach 
responsible decision making. 

1. Acknowledge the facts. Adolescents are 
faced with choices that can affect their 
lives. Tell them you know they have 
important decisions to make, that some 
are very difficult and that the conse¬ 
quences are not always easy to accept. 

2. Clarify rhe issue. Make sure you are both 
talking about the same thing, that you 
have the same concerns. 

3. Qorher and examine current information. 
Many of our beliefs, our opinions, are 
based on bits and pieces of information. It 
is important that we gather the facts rele¬ 
vant to a given issue. With information at 
hand, we can more appropriately filter out 
conflicting messages, separate feet from 
fiction and make constructive choices. 

4. Look at alternative courses of action. 

Make a list together of all the possible 
choices presented by the situation at hand. 
Write down everything either of you 
thinks of, even if it seems silly or unac¬ 
ceptable. The process of elimination will 
follow. At this stage, however, it is impor¬ 
tant to include every idea. 

5. Examine the likely consequences. Ask the 
question. “What are the expected conse¬ 
quences of a given decision?” Then com¬ 
pile a list of the pros and cons. The pros, 



for example, might include friends' 
approval, having fun, feeling grown-up or 
appearing independent. It Isimportant to 
acknowledge what a young person might 
enjoy abouc the behavior, even though 
some of the supposed pros may not be 
desirable—or acceptable—by others' stan¬ 
dards at any age. 

6. Discuss feelings, beliefs and moral consul- 
entiions. After you have looked at the pros 
and cons of a decision, encourage an 
examination of feelings, values, beliefs- 
This might be done by sharing your own 
feelings arid beliefs, along with your 
thoughts when you made a somewhat sim¬ 
ilar decision. What have been your feel¬ 
ings when you have faced such choices— 
and why? Discuss them.' : 

Your honesty can be powerful. Perhaps 
you regret a decision you once made, 
ignoring your own beliefs or instincts in 
order to feel more accepted, to go along 
with the crowd. How did you end up feel¬ 
ing—and why? 





Discuss family values and moral consid- 
e rat ions. What experiences have you had 
or heard about, what values do you believe 
this violates or promotes—and why.’ 

Remember that this technique may 
backfire if you preach. This approach is 
designed to help youth explore and 
develop their own values and morals, to be 
honest with themselves about how they 
really feel. Respect their feelings by 
encouraging open and honest examina¬ 
tion. Try not to condemn them or their 
feelings. To do so encourages resistance to 
you and your values. 

7. Discuss u/hot our society considers 
acceptable behavior. Young teens are well 
acquainted with their own peer group stan- . 
dards- They may not be so familiar with 
those of society as a whole and are likely to 
dismiss what they perceive as society's 
principles as arbitrary or old-fashioned. 

As a representative of adult society, you 
can outline what is expected of its mem¬ 
bers, for example, responsibility for debts 


and other financial obligations, considera¬ 
tion of others, responsibility for one’s own - , 
actions. At this point, you might discuss 
legal restrictions, to show that society 
holds some beliefs so strongly it is willing 
to use various sanctions to enforce them. 

8. Decide on the best possible course of 
action. Having discussed all of the rele¬ 
vant facts, the various alternatives, the 
consequences of each of the possible 
choices and everyone's feelings and beliefs, 
you and your youngster are now ready to 
make a decision. And keep in mind this 
may involve compromise. 



These suggestions are designed to guide you 
in helping your adolescent develop sound 
decision-making skills. They arc not meant to 
be used in (heir entirety in all situations. 

Their application Is up 
to you. 

The responsible dec- 
ision-makihg goal is to 
give youngsters a voice 
arid—-when appropri • 
ate—a choice, in mat¬ 
ters that affect them. 
The primary purpose 
■ of this booklet is to help 
: you in directing the 
participation of your 
children in those mat¬ 
ters which affect their 
lives. . 
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T he preceding sections have offered 
some insights into the adolescent 
world and have provided concrete 
guidelines for (1) improving com* 
munications between parents and 
adolescents and (2) helping parents help their 
children develop decision-making skills. This 
third and final section contains parent and 
youth questionnaires and some exercises to help 
you establish more open communication with 
your young teenagers to guide them coward re¬ 
sponsible decision making. 















Scorecard for Parent and Youth Questionnaires 


■Qwition # 

1 . 


Quuwn # 
6 . 



Now you are ready to compare answers. 

Place the completed questionnaires side by 

side- With the chart above, look for three 

things: 

1. When your answers apee and you are both 
happy with the situation, mark a plus sign 
( +) in the code column on the chart. 
Example: If you both agree, on question 3, 
chat permission is usually granted because 
of parental trust, write “ + ” in the code 
column. 

2. Some of your answers may agree but nei¬ 
ther of you is happy about the situation. 

' Enter a minus sign (-) in the code col¬ 
umn. Example: You both agree, on ques¬ 
tion 3, that the parent usually ques¬ 
tions the child. The parent would rather 
be trusting, the teenager would rather be 
trusted. So you enter" - ” in the code 
column. 


3. Your answers do not agree. Mark these 
questions with a tero (0). 

What does the completed chart mean? The 
questions you labeled '■ + ” point to areas of 
your relationship that are strong. Build from 
these strengths. ; 

The questions labeled “ - M indicate prob¬ 
lems you are both aware of but would like to 
improve. That you are aware of a need for 
change is an advantage. You con concentrate 
on possible solutions. 

The questions labeled "0" may be the 
toughest to resolve, because the two of you do 
not agree on the problem. Depending on the 
question and on your answers, try to decide 
how important each is and discuss some com¬ 
promise solutions. If differences are significant 
or if you have difficulties, consider seeking 
the advice of someone you both crust. 






Ready Set, Go! 

It has been said a journey of a thousand 
miles begins with a single step. And that first 
step is often the hardest. The questionnaires 
were your first step. You have taken a close 
look at how you are communicating nou>. 
And you have given some thought to how 
you want your communications to improve. 
The following exercises—a sort of "home¬ 
work" for parent and child—will help you to 
continue the journey toward improving your 
relationship. 


Option 1: 

Structured Discussions 

Good communication begins with looking 
each other in the eye and saying what is on 
yourmlnds. Perhaps you and your youngster 
have no trouble with that. But you may have 
found it hard staying on the subject. Your 
discussions sometimes ramble, which can lead 
to confusion and frustration. 

If so, try using the questions below for 
structured discussions, keeping some special 
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"rules" in mind: 

1. Be direct and hortesr. Try nor to dwell on 
pas; mistakes. Be respectful of each other. 

2, Listen. If the parent is talking, the young 
person should be trying to follow the par¬ 
ent's argument and weighing the points 
made, and vice versa. This exercise may 
seem to encourage talking. But actually it 
requires listening. 

r 3. Try not to inter- 

^ rupt- Don't think of 

your next comments 
while the other 

'—" talking. Ask ques- 

tion one another 
to clarify the points 

K made-Work with 

each Other to 
to the bottom of 
each situation 
H ^Bi you've chosen. 

Now read through these questions and 
together select three for discussion. Spend just 
five minutes talking about each. Confine 
yourself to answering these questions. If you 
have followed the “rules" you shouldn’t stray 
from the subject. 

1 What is the most important thing in the 
life of each of us now? 

2. What is one of the dreams of each of us for 
10 years from now? 

3 . When we were last upset with each other, 
how did we resolve our differences? Would 
we like to do it the same way the next 
time we disagree? If riot, what would we 
like to change? 

4. When we do things as a family—visit 
grandparents, worship, go on vacations— 
how do we make the decisions about when 
to go, where to go, who is going? 


5. How do we make decisions about things 
like clothing and hair styles, smoking and 
drinking—individually or together? 

Whose opinions are important? 

6. How can we assure the personal privacy 
each family member needs? 

7. Do we fairly frequently give each other the 
benefit of the doubt? Can we think of an 
example when one of us did not and how 
the situation might have been improved? 



Perhaps you have no trouble looking each 
other In the eye. And you have no trouble 
sticking to die subject. But, still, you can't 
seem to resolve your problems. 

This option works well for some, it Is called, 
“role reversar because the parent takes the 
part of the adolescent and vice versa. This 
exercise helps both to empathize and to listen 
more effectively to one another. 

Below ere the beginnings of several stories. 
Each sets the stage for you to finish acting out 
the situation. 

Remember: You are 
to play the part of 
the child. Your teenager 
is to play the part of 
the parent. Play your 
parts not as a comedy 
but as a drama. Stick 
to the same basic 
guidelines described 
in Option !; 

1. Be direct and honest. 

2. Do not dwell on past mistakes. 

3. Be respectful of each other 
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The first story: As sqpn as Bob gets home, 
after a difficult day at work, his 14-year-old 
daughter Susan asks if she can spend the 
weekend with her best friend, Judy, at the 
beach. ... 

The second story : Janet notices that her 
dresser drawer is open and that someone has 
apparently been reading her diary. Later, 
Janet’s mother mentions something she could 
have learned only from reading the diary. . . . 

The third story: Tom has been told to stop 
spending time with his friend Jack, Jack was 
recently suspended from school for fighting, 
the first time he ever had been in trouble. 

This weekend, Tom had planned to attend a 
concerc with Jack. He still wants to. . . . 

The fourth storyi Jim's mother works and is 
not at home during the day. Jim called her at 
work, but she said she was unable to talk at 
the moment, and then forgot to call him 
back. When she gets home, Jim doesn’t want 
to talk about it. . . . 

Option 3: 

Letters 

Some people understandably have difficulty 
expressing themselves face to face. It’s not 
always easy to look someone straight in the 
eye and say what you really chink—that you 
love him, for example, or that you wish she 
would leave you alone, or that you are sorry 
about something you said. 

Try writing letters to each othet Write as if 
vou haven’t seen each ocher for several 
months. Make the letters as long as you wish. 
This approach can help you learn to express 
your feelings to one another. 


If it helps, you 
could (1) write as if 
you are talking 
about someone 
else, or (2) pretend 
you are writing to 
a best friend. 
l If you have a 
hard time getting 
started, go back to 
the questionnaire 
and select a ques¬ 
tion that you marked “+" or “ A “0" 
would be too complex to start with¬ 
in any case, follow the rules that we have 
used before: 

1. Be honest and direct. Don't beat around 
the bush or you're likely to cause confu¬ 
sion. 

2. Don't dredge up a lot of ancient history. 
You may need to point to past problems. 
But don't dwell on them. No one likes to 
be reminded of mistakes. 

3. Be respectful. Both of you are people. The 
biggest difference is that one of you is 
oldet 
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Practice 
Makes Perfect! 

Adolescence is a time of growth and devel- 
opmenr, a time to sort out and begin to deal 
with the complexities of adult life. Young 
people must adjust to tadical changes in their 
bodies, outgrow childhood emotions and 
begin to take on adult responsibilities. More¬ 
over, it is a time when most young people 
make decisions about the direction their lives 
will cake; when they examine for the first 
time the religious, ethical and political values 
of their families and society; when they 
choose vocational goals and undertake the 
education and training necessary to achieve 
these goals. 

The ability to make 
choices rationally and 
responsibly is neither 
inborn nor easily * 
acquired. Young people 
need help and practice 
in learning to make the 
decisions that affect 
their lives. We hope 
that this booklet has 
provided you with some 
guidelines for helping 
your young teenager lay 
the groundwork for 
responsible adulthood. 
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1. 1 spend about-— hours a week 

talking with my (mother) (father). 

2. When something is bothering me, my 
(mother) (father) usually: (check the one 
that comes closest) 

a. assumes my problems can’t be all that 
serious. 

b. figures it out before I say anything, 

c. is willing to take the time to listen. 

d. goes overboard and lectures me. I 
know (he) (she) means well but It 
never helps. 

3. When I ask for permission to do some- 
thing, my (mother) (father): 

a. usually says "yes" because (he) (she) 
trusts me. 

b. usually says "yes" but I wonder if (he) 
(she) is even listening. 

c. questions me and sometimes really 
invades my privacy. 

d. usually says "no" because (he) (she) 
doesn’t trust me. 

e. other...- 


4. My best friends are: (list names) 


5. My most frustrating experience of the 
past few weeks was: 


6. My most frustrating experience tvith my 
(mother) (father) in the past few weeks 
was; 


7. One of the things about me that makes 
my (mother) (father) feel proud is: 


8. One thing rhat bothers my (mother) 
(father) about me is: 


9. The biggest decision I have ever made on 
my own is: 



10. A mutually agreeable decision that my 
(mother) (father) and 1 have made 
together within the last month is: 






innrv 


________ 
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1. Right now, I spend-hours a 

week talking with my (son) (daughter). 

2. When something is bothering (him) 

(her) I usually: (check the one that 
comes closest) 

a. assume that the problem can't be all 
that serious. 

b. am sensitive to the fact that there is a 
problem—and 1 am often right about 
what it is. 

c. take the time to listen. 

d. become deeply involved-fgtving freely 
of my experience and advice. 

3. When my (son) (daughter) asks for per¬ 
mission to do something, I: (check the 
one that comes closest) 

a. usually say "yes" because I trust (him) 
(her). 

b. usually say “yes" because (he) (she)-is 
going to do it anyway. 

c. want more information and may wane 
to check things out for myself. 

d. usually say "no" because (he) (she) has 
such a poor crack record. 

e. other_ 


4. My (son’s) (daughter’s) best friends are: 
(list names) 


5. (His) (Her) most frustrating experience 
in the past few weeks was: 


6, The most frustrating experience (he) (she) 
had with me in the pasc few weeks was: 


7. One thing about my (son) (daughter) 
that 1 am proud of is: 


8. One thing that bothers me about (him) 
(her) is: 


9. The biggest decision my (son) (daughter) 
has: ever made on (his) (her) own is: 


10. A mutually agreeable decision my (son) 
(daughter) and 1 have made together 
within the last month is: 
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Introduction 


aj V aising a family is one of life s greatest challenges-and one of 

■ W its greatest rewards. But today, it may be more difficult than 

I ever because family structures are different. There has been a 

I dramatic increase in single-parent families, new families created 

■ by remarriage and families with both parents who work out- 
side the home. 

As a result, many parents have less time to spend with their children. Young 
people are on their own more often than in the past and are crusted with 
greater responsibilities, So establishing open lines of communication early on 
is critical. If your children can talk to you, no matter how personal the subject, 
then you can help guide them in making good decisions. 

In addition to your influence, another major factor affecting the decision- 
making process is the presence of peer pressure. Peer pressure can affect 
anyone, no matter what the age. But it is an especially powerful influence on 
children, who do not have the maturity or experience to make responsible 
decisions on their own - including those decisions that may be criticized by their 
friends. Peer pressure also has an impact on children at a far earlier age than 
ever before. Building strong family relationships will help your children handle 
peer pressure and make responsible decisions. 

Not smoking is one such responsible decision for children. More than likely, 
your children will be tempted by their friends to smoke. And although they 
receive tots of information to the contrary from their teachers, coaches, doc¬ 
tors. clergy, community organizations and television, these sources do not and 
should not replace the influence you have as a parent. This is why you, as 
the person they depend upon the most, should use this information as a guide 
to help you help your children refrain from smoking. 

"Tobacco: Helping Youth Say No” is the third in a series of booklets designed 
to increase communication between parents and children and to raise levels of 
mutual respect and trust. In the following pages, you will find some suggestions 
for talking with your children to discourage tobacco use. Pan l of this booklet 
discusses the role of peer pressure and its effect on children as they learn how 
to make responsible decisions. Part 2 is aimed at helping you as parents 
prepare for a discussion on one decision-making challenge your children may 
face: saying no to tobacco. Pan 3 offers practical exercises that will help open 
the lines of communication between you and your children. 
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W henever we struggle 

through a particularly 
rough period in our 
adult lives, it’s rather 
tempting to wonder, 
“Wouldn’t it be nice to be 16 again, or 
even 12?” And why not? Adolescents 
seem to have it fairly easy— school, friends, 
parties, sports, videogames, movies — 
despite some homework, chores and 
maybe a part-time job or “unwelcome” 
music lessons after school. 

But growing up is not always easy. 
Teenagers, especially, may have a rough 
time as they struggle to become adults. 
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The pressure upon children to fit in, to succeed has changed. Children are involved in adult 
academically, socially or In sports, is enormous, activities at a far earlier age than ever before. For 

Something as simple as wearing the "wrong" example, sexual activity and pregnancy rates 

clothes can be a traumatic experience. among teens and pre-teens have escalated. 

Growing up today is also different from the 
way it was just 10 or 20 years ago because society 
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The Role of "Peer 
Pressure 

Is peer pressure the reason children are experi¬ 
menting with adult activities? Often. Most 
people, and especially children, want to belong 
to a group, to be accepted by those around them. 
Some peer pressure can be good: the competi¬ 
tion to get good grades or to make the football 
team or to get a pan in the school play. But It can 
also be bad- 

Peer pressure has an enormous influence 
over your children, and the temptation to experi¬ 
ment and to be one of the gTOup sometimes 
becomes too strong to resist. It’s when peer 
pressure encourages negative behavior that 
parents should become concerned. 

As parents, you do your best to teach your 
children the difference between right and wrong. 
But it's a tough job made tougher when you find 
yourself in the frustrating situation of having to 
say, "Do as I say, not as I do." 

The fact is. by definition children cannot, and 
should not, do many of the things adults choose 
to do Most parents work hard to be a positive 
role model for their youngsters. All you can do is 
your best. But. for example, whether or not 
you choose to drink or smoke, it Is still your 
responsibility to discourage your children from 
drinking and smoking, until they are mature 
enough to make those adult decisions. 

Other members of the family also influence 
children. Pre-teens frequently want to imitate 
their teenage brothers or sisters. We’ve all heard, 
“If Jjtfs doing it, why can't I?" Children like to 
act older than they are, 

Society also plays a role, sometimes forcing 
young people to grow up before they should. In 
single-parent families, for example, the oldest 
child may take on the role of a parent. As a 
result, this child may feel that he or she has also 
' earned" the right to take pan in adult activities. 



A child's natural development is part of the 
equation, too. Younger children usually accept 
their parents' beliefs. But as they grow older, 
they often find themselves questioning those 
same beliefs, In their desire to be independent, 
they try to balance their parents' teachings with 
their friends' opinions and their own beliefs. 
They are searching for their own identity as well 
as their independence, which is fine. You want 
them to become self-reliant. But they still need 
guidance, patience and understanding. 

Although adolescent rebellion is common, it is 
also true that, as parents, you have more influ¬ 
ence on your children's behavior than you may 
feel at times. The amount of your influence can 
be increased by the trust, support and under¬ 
standing you have within your family. By com¬ 
municating and being involved and interested 
in your youngsters’ activities, you help to build 
their self-confidence—the strongest antidote for 
pee; pressure. 



Strong Parents = 

Strong Children 

Communication between parents and their 
children is vital to creating a loving and trusting 
relationship, As a parent you need to listen, 
empathize and be involved. As your child grows, 
so will outside influences. But your guidance 
will remain the most important influence of all 
in helping your children to become self-sufficient 
and responsible. 

Showing an interest in your children’s activi¬ 
ties and helping them set realistic goals are part 
of the process of preparing them for adulthood. 
When your child announces an intention to try 
out for the track team, you can help by discussing 
the time and dedication needed for training 
and competition—and also the rewards. If your 
child wins a spot on the team, show your support 
by attending the crack 
meets whenever pos¬ 
sible. Regardless of 
how well your child 
does, your love and 
encouragement will 
help him or her stick 


with the decision and, in turn, boost your child s 
self-confidence. 

However, a loving relationship can be threat¬ 
ened if a parent is too critical. Instead of attacking 
your child, attack the problem at hand. If your 
son is caught skipping school, don't simply shout 
or resort to name calling. Try to find the reason 
for his actions- perhaps he's having trouble 
with classes or his friends dared him to do it. 
Find out what the real problem is so you can 
work toward solving it. 

Another way to raise strong and independent 
children is to encourage responsibility and 
problem-solving at an early age, Even five- and 
six-year-olds can leant to pick up their toys, 
especially if they realize what the consequences 
are—no television or bedtime story—if they 
don't, The more practice children have making 
decisions during the early years, the greater their 
decision-making skills will be later in life. 





Steps to a Responsible 
Decision 

Making good decisions Isn't easy. Since you 
can't be with your children at all times, nor do 
they always want you around, you must lay the 
groundwork on which they can form their own 
values and make their own judgments. They 
need your guidance in learning the decision¬ 
making process. 

One way to help your children learn good 
decision-making skills is to let them express their 
own ideas and feelings at a very young age. It's 


important for them to know you're interested in 
what they think. In addition, you may want to 
use the following steps the next time you talk 
about a tough decision with your child: 


1. Discuss the problem. What is it you need to do 
or decide? What do you know about this issue? 

2. Gather more information. What do you know 
from other experiences that would help? What 
do you need to know more about before making 
the decision? 

3. List the alternatives. What are all the possible 
choices? Are there others you've forgotten? 

4. Examine the consequences. What will be the 
results, good and bad, of each alternative? What 
are the consequences, in the short and long run, 
of each? How do you feel about e.aeh choice 
today? How do you think you will fee! next 
week? Next year? 

5. Consider feelings and values. How do you feel 
about each alternative? Each consequence? How 
does each fit with your values, your family's 
values and community expectations? 

6. Choose the best possible course of action. 

Try going through the steps together. Your chil¬ 
dren need to know that what they have to say is 
important to you. Encourage them to ask questions. 

Of course, the ability to make sound decisions 
does not happen overnight. We all have diffi¬ 
culty making the right choice, at times. But 
helping your children consider the consequences 
of each alternative may reduce some of the 
confusion. This will enable them to see each 
situation clearly enough to make the best 
decision possible. 




L ife is full of activities in which 
young people should not take 
part. Smoking is one of them. 
Smoking is not a choice for chil¬ 
dren because they do not have 
the maturity needed to make judgments 
that weigh all considerations. But 
explaining that to your children can 
be difficult. 



Talk co your children about smoking before 
they consider it. Simply telling your children not 
to smoke because “I said so" is unlikely to deter 
them. In fact, it might do just the opposite. What 
child is not tempted to try what is forbidden? 

Your children should be involved in the deci¬ 
sion not to smoke. That's why it's imponant to 
start the education process early. As most parents 
know, children are naturally curious and tend to 
ask lots of questions. Some of these questions 
come up because of something that happens at 


school. Many schools now have ami-smoking 
educational programs, even at the elementary 
level. So it's quite possible your child will follow¬ 
up a class discussion about smoking with ques¬ 
tions at home. 

Your children's questions about cigarettes are 
a natural starring point for a frank discussion 
about smoking. And even if your children don’t 
raise the subject themselves, experts agree: 
Parents should. 
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Children Shouldn't 
Smoke 

Research on youth smoking tells us that children 
are heavily influenced by parents, friends and 
family members. Peer pressure, in fact, is the 
single most important motivating factor outside 
the family, 

Children often choose to smoke with friends 
as a way of fitting in. Even teenagers with good 
judgment would sometimes rather defy Mom 
and Dad than reject their friends’ pressure to 
smoke. But smart youngsters who have dis¬ 
cussed this issue with their parents ahead of 
time know smoking isn’t the way to fit in. 

What do you say about tobacco use? When 
you discuss why your children should not smoke, 
it will be helpful to discuss how hard it may be 
to not do what their friends may be doing. Let 
your children know that you realize ic’s tough 
not to go along with the crowd. But remind 
them that it can be "cool" to set the trend 
instead of just doing what others are doing. 

Young people are aware of the claims that 
smoking presents risks to one’s health. As the 
Surgeon General has stated, “By the time they 
reach seventh gTade, the vast majority of children 
believe smoking is dangerous to one’s health." 
However, young people are not experienced 
enough to use the information available to for¬ 
mulate their own decisions. That’s why decisions 
regarding smoking and other adult activities, 
such as drinking and sexual activity, should be 
made as an adult, 


Your children also should know it’s illegal 
to sell tobacco products to minors-and in 
some places illegal for minors to buy tobacco 
products—even though tobacco produers are 
legal for adults. Almost every state and even 
some localities have set age limits for the sale of 
tobacco products. Know the laws in your state. 
Although the minimum age laws differ slightly, 
most states have declared it unlawful for retailers 
to sell cigarettes or other tobacco products to 
anyone under the age of 18. 


Not only do penalties exist for the retailer 
who sells tobacco products to minors, but in 
some states, the young person caught buying 
cigarettes is also punished by fines and/or 
community service. Remind your children that 
they could land themselves in trouble or get 
someone else in trouble if they try to buy 
tobacco products. 




The following sample conversation may 
be helpful in explaining why your children 
shouldn't smoke. 

Daughter (age 10)> We had a special teacher 
come to class today to talk about smoking. She 
told us that we shouldn't smoke and that smok¬ 
ing is bad for you. But I see people smoking all 
the time, Dad. Why do they do it? 

Father* Your teacher is right when she says you 
shouldn't smoke. Some adults may choose to 
smoke but there are many activities in which 
young people shouldn’t participate. Your friends 
may be smoking because they think it's cool for 
kids to smoke, but it's not. Children shouldn't 


smoke. That’s why it's against the law to sell you 
cigarettes-you're not old enough to buy them. 

Son (age 16)* C'mon, Dad, give me a break! 
Lots of kids smoke at school. It’s no big deal. 
Besides, I'm 16 and can drive a car. So why can’t 
I smoke if l want to? 

Father* It is a big deal. Just because other kids 
smoke at school doesn't mean you have to. Hey, 
if other kids asked you to cheat on an exam, 
would you do it? We both know you’re smarter 
than thac. 

Son: Yeah, I'm smart, but Ill look like a nerd if 
I don't smoke cigarettes with them. 



Fathers 1 know it's not 
easy being teased at 
school, but you don’t 
have to follow their 
lead. Most kids don't 
smoke. Why don't you 
be the leader and 
encourage your 
friends not to smoke? 


i 
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Helping Youth Say No 

Encourage your children to discuss their reasons 
for smoking, or why they are thinking about 
ir. This will better enable you to respond to 
their needs and concerns. In your discussions, 
try to avoid correcting, criticizing or command¬ 
ing A warm and trusting environment fosters 
an open dialogue for examining the complex 
issues surrounding tobacco use. 

As patents, you need to help your children 
practice saying no to smoking, and to other 
inappropriate activities. Although young people 
are more likely to express their individuality if 
there’s little risk of embarrassment, they need to 
understand the importance of standing up to 
the rest of the crowd. 

Naturally, no matter what their age. children 
often rebel against the thought of too much 
parental control. But once they realize how 
much they are being affected by peer pressure, 
they may not like the idea of being controlled 
by their friends, either. 

How to say no is an important lesson for 
your children. Its not always easy for children 
to say no on their own, so why not tell your 
ch ildren to use you as an excuse? For example, “A 
cigarette? No thanks, my parents would ground 
me for a month if they caught me smoking." 

Ot suggest using humor to help ease a tense 
situation. "I wouldn't see the car keys till I’m 35! 
Smoking's not worth that!" 

It's also a good idea to advise your children 
to be prepared for problems that may arise. 
Encourage them to picture in their minds a situ¬ 



ation they may face during or after school. Then 
ask them to picture how they would deal with 
that situation. This will better equip your chil¬ 
dren to deal with difficult situations. 

You can also help your children say no to 
smoking by sharing experiences. You may have 
a story from your childhood that's appropriate. 
Perhaps you were once faced with being laughed 
at if you didn't smoke with the rest of the erowd. 
Your child can benefit from the knowledge that 
he or she isn't the only one who has had to face 
this type of situation, 
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When You Have To 
Say No 

After you have talked about why children 
shouldn't smoke, a pre-teen child is more likely 
to accept your decision on smoking ns their own. 
However, teenagers may believe they are still 
capable of making their own choice, so some¬ 
times you must step in and lay down some rules. 
Setting limits is part of being a parent. 

Once you've made your viewpoint known on 
the issue, be firm, fair and especially consistent 
with dhe rules you set forth. Encourage your 
children to use your 
rules as an excuse not 
to go along with the 
rest of the crowd. It 
helps to lift some of 
the pressure off their 
shoulders. 


Although they may not show it at the rime, 
children are grateful for parental guidance when 
it helps them with a problem they're not sure 
how to solve. When parents use a firm, but caring 
tone, younger children are more willing to accept 
their parents' decisions, and older children recog¬ 
nize it as an expression of their parents' love 
and respect. 

Working together, parents can help their 
children decide not to smoke. 

If you would like additional information and 
guidance to help your children handle other 
difficult decisions, please write for your copies 
of “Helping Youth Decide" and “Helping Youth 
Say No: A Parent’s 
Guide to Helping 
Teenagers Cope 
With Peer Pressure." 







Fkt3, 

Toward 

Better 

Communi¬ 

cation 


T his booklet has set the stage 
for a frank discussion 
between you and your 
children about smoking. But 
before you begin talking 
about this tough topic, you need to make 
sure the lines of communication are 
wide open. You and your children can 
start by completing the questionnaires 

and conducting a “role reversal" exercise. 

» * 
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Youth Questionnaire 

Taking an inventory of your children's feelings 
about you, and their perceptions of your relation¬ 
ship, will help develop a better rapport, If the 
lines are already open, the following exercises 
may help you make that exchange even better. 

The questionnaires in the back of this booklet 
should be separated and answered by each of 
you independently. For the best results, do not 


discuss the questions or look at each other s 
answers until both of you are finished. 

Once the questionnaires are completed, 
discuss each answer with your children. You 
will gain a better understanding of how effective 
the lines of communication are in your family, 
and where they can be improved. By knowing 
where the lines of communication are strong, 
you can build on these strengths. And by recog¬ 
nising where there are weaknesses, you can work 
with your children to eliminate them. 
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Changing Places 

You've probably heard the expression about 
putting yourself'in someone else's shoes” to 
understand a certain situanon, It might be help¬ 
ful to assume the role of your child, while your 
child pretends to be the parent. This exercise, 
called "role reversal," helps build a better under¬ 
standing of each other’s feelings, and helps teach 
you and your child the art of effective listening. 

The following are several stories that need to 
be finished. Each of you should take a rum to 
finish acting out the situation. 

Remember: You are to play the pan of the 
child. Your teenager is to play the part of the 
parent. Don't make light of this game; play it 
seriously for the best results. And follow these 
basic guidelines: 

1 ) Be direct and honest 

2) Don't dwell on past mistakes 

3) Be respectful of each other 


Story # 1: Monday is "skip day"— an unofficial 
holiday for students at Tom's high school. Tom ts 
thinking about taking the day off-all of his 
friends are - but he knows chat his parents would 
not approve, and. if they found out, would prob¬ 
ably ground him. He calls his friend Steve and... 

Story # 2: Susan has a good friend named Beth. 
One day. Beth pulls her aside in the locker room 
and tells Susan that she took some cigarettes 
from her older sister and that she wants to smoke 
them after school. Beth asks Susan to join her. 
After school, Susan meets Beth and tells Beth... 

Story # 3s Martha is at a parry with about 20 
other friends, Everyone is having fun. dancing, 
talking, listening to music. Peter pulls out a pack 
of cigarettes and begins passing them out to 
people in the room. He turns to Martha to offer 
heroneandshe.,. 

Story # 4t Dennis' parents were out of town 
one weekend. Dennis, who is 17, and;his older 
brother, Greg, who is 22, decide to have some 
friends over to watch a basketball game on tele¬ 
vision. Greg's friends 
arrive with an ice chest 
full of beer. They begin 
offering the beer to 
Dennis and his high 
school friends and... 



♦ 
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Source: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 










Y)uth 

Questionnaire 


1) When I am upset about something. 1 usually; 

a. keep it to myself and don't tell anyone 
about how l am feeling. 

b. tell my (mother) (father) about it. 

c. tell my best friend about it. 

2) I spend abnur a week talking with 

my (mother) (father). I think we; 

a. should spend more time talking. 

b. spend enough time talking. 

3) When something is upsetting me, my 
(mother) (father) usually: (check the one 
that comes the closest) 

a. acts like my problems aren't all that serious. 

b. stops whatever (she) (he) is doing to 
listen to me. 

c. figures it out before I say anything. 

d. stans lecturing me. 

4) List your five closest friends in order of 
importance. Write the one word that 
describes why you like them next to their 
name, like: John-friendly. 


5) In the past few weeks, the one thing that 
, bothered me the most was: 


6) In the past few weeks, the one thing that 
bothered me the most about my (mother) 
(father) was: 


7) Whenever my (mother) (father) says (she) 
(he) is proud of me, it is usually because 1: 


8) When my (mother) (father) gets mad at me, 
it is usually because I: 


9) The biggest decision I have ever made on my 
own is: 


10) The toughest decision I ever made with the 
Help of my parents was: 


h „n-m.n^, 'ihr^n, ygjf 
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Parent 

Questionnaire 


1) When my (son) (daughter) is upset about 
something, (he) (she) usually; 

a. does not share (his) (her) feelings 
wi:h me. 

b, tells me about it. 

2) 1 spend about_a week talking with 

my (son) (daughter). I think we; 

a. should spend more time talking. 

b. spend enough time talking. 

3) When my (son) (daughter) is upset about 
something, I usually: (check the one that 
comes the closest) 

a. assume that the problem isn’t al! that 
serious. 

b. take the time to listen. 

c. recognize that there is a problem and I 
am often correct about what it is. 

d. become deeply involved—giving freely of 
my experience and advice. 

4) List your (son's) (daughter's) five closest 
friends in order of importance. 


6) In the past few weeks, the one thing that 
bothered my (son) (daughter) about our 
relationship was: 


7) Whenever I say I am proud of my (son) 
(daughter), it is usually because (he) (she): 


8) When l get mad at (him) (her), it is usually 
because (he) (she): 


9) The biggest decision my (son) (daughter) has 
ever made on (his) (her) own was: 


5 J In the past few weeks, the one thing that 
• bothered my (son) (daughter) the most was: 


10) The toughest decision (he) (she) ever made 
with my help was: 





51604 5825 






estio 



//legacy.library.ucsf.edu/tid/njq07a00/pdBource: https://www. 



5X604 5826 



f tie Tobacco Institute 
I'O Box 411 JO 
Washington, DC 20018 


51604 5827 



http://legacy.library.ucsf.edu/tid/njq07a00/pdBource: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 





R. J. REYNOLDS! 

YOUTH NON.SMOKING PROGRAM 


BACKGROUND 

Incidence of underage smoking has remained largely unchanged over the last ten 
years with approximately 19% of high school seniors claiming to smoke on a 
regular basis. Youth non-smoking intervention methods during this time have 
consistently focused on providing health messages -• despite near universal 
awareness of smoking and health issues. It is clear that alternative 
intervention techniques must be explored in order to further .reduce underage 
initiation. 

R. J. Reynolds has decided to take the lead in exploring new methods of 
discouraging smoking among youth. The Company's rationale for aggressively 
searching for a solution to underage smoking is two-fold: 

• Simply stated, kids shouldn't smoke. It has always been the Industry's 
position that smoking is an adult custom. Moreover, studies have t 
identified smoking as a risk factor for certain diseases, such as lung' 
cancer, heart disease and emphysema. While there are many other factors 
associated with a person's chances of developing specific diseases 
(e.g., diet, stress, occupation, etc.), the decision to smoke, like many 
other personal lifestyle choices, should only be made by Informed 
adults. 

• The emotionalism surrounding the youth smoking issue has often resulted 
in restrictions that unfairly discriminate against adult smokers. 
Regulators frequently hold the Industry responsible for underage smoking 
despite minimum-age laws and convincing evidence that peer pressure and 
parental guidance are the key factors in initiation, It is assumed, 
therefore, that reductions in underage smoking will be accompanied by 
reduced support for unfair restrictions being imposed on adult smokers. 

In developing the youth non-smoking program, R. J. Reynolds conducted 
extensive primary and secondary research to understand the adolescent target 
and expert opinion on intervention techniques. In essence, Reynolds has 
utilized a consumer marketing approach to maximize the relevance and appeal of 
'the youth non-smoking conrounication and delivery vehicles. This unique 
approach is demonstration of Reynolds' desire to be part of the solution to 
underage smoking.^Reducing the incidence of underage smoking will be a 
difficult task and success will not come quiikly. 


- 3 -.d 2.^7 
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The following details the strategic rationale and research findings on R. J. 
Reynolds' youth non-smoking initiative. 


PROGRAM OBJECTIVE 

R. J. Reynolds' youth non-smoking program has two primary objectives: 

• Discourage smoking initiation among adolescent youth. 

• Show industry/RJR support for youth smoking efforts as means to minimize 
additional action against adult consumers. 


PROGRAM STRATEGIES 

1. Develop and introduce impactful and relevant youth non-smoking messages 
focusing on the key factors in smoking Initiation — peer pressure and 
parental guidance. 

Research has consistently demonstrated that adolescent youth are well 
aware of the Issues surrounding smoking and health. There is even 
evidence to suggest that teenagers consider smoking to be potentially more 
harmful than experimentation with "hard drugs." Despite this belief and 
continued saturation of health-related messages, underage smoking 
incidence has remained unchanged for the last 10 years. 

The ineffectiveness of the existing youth non-smoking effort is due to the 
longer-term nature of smoking and health messages being in sharp contrast 
with the short-term nature of the adolescent mind. This inconsistency and 
relative ineffectiveness of health based messages is even acknowledged by 
the anti-smoking forces; 

- Julia Carol, Assistant Director of American's for Non-Smokers Rights, 
recently wrote that "the health consequences of smoking, surprisingly, 
is the least effective part of any [youth directed] prevention 
program." Child development experts agree that peer pressure and role 
* model influences play the largest role In Initiation. Moreover, 
public opinion surveys indicate that peer pressure and parental 
guidance are seen as the most effective ways to discourage underage 
smoking. 

2. Tightly target communication directly against adolescents most at risk for 
underage experimentation — middle school aged youth (12*15)• 

Studies indicate that by the time an adolescent reaches high school, « 

several lifestyle behaviors have already been adopted -• Including the 
decision whether or not to smoke. In fact, a recenfstudy funded by the w 
Centers for Disease Control suggested that school systems emphasize * 

smoking intervention programs before senior high school. The study had £ 
found that most school systems tended to emphasize a non-smoking « 

curriculum in the tenth grade. 
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3. Employ unconventional methods of delivering the youth non-smoking message 
to demonstrate R. J. Reynolds' consnitment to reaching the target audience. 

R. J. Reynolds' youth program is Intentionally designed to impact the 
hard-to-reach adolescent age group via creative and unique delivery 
vehicles — e.g. f near school 00H, school bus programs, in-school 
programs, etc. This approach will credibly demonstrate that R. J. 
Reynolds' youth program Is substantially more than a token effort and 
represents a sincere attempt to be a part of the solution. 

« Critics have often charged the tobacco industry with employing 
sophisticated and creative marketing techniques to target specific 
adult consumer groups. Unique targeting techniques employed in the 
youth non-smoking program can have the ancillary benefit of helping 
defuse the allegations of "irresponsible and predatory" marketing to 
adult consumer groups. 


RESEA RCH smaRY 

The following highlights learning obtained from several rounds of qualitative 
research conducted among middle-school aged youth and parents. In all, over 
150 adolescents and 50 parents were interviewed during the development 
process. 

• Peer pressure Is universally seen as the single most Important factor in 
underage smoking by both parents and youth. Most adolescent respondents 
indicated they felt peer pressure to experiment with cigarettes, alcohol 
and drugs by the age of 12 or 13. R. J. Reynolds' campaign was seen as a 
potentially effective way to moderate peer pressure by reinforcing 
self-esteem and cownunieating that "it's ok to be yourself and express 
yourself...you don't need to smoke to fit In." 

• Adolescents positive attitudes toward the campaign were due to situational 

relevance and "non-preaching" tonality of the message. Youth respondents 
Indicated that the Bathroom execution placed smoking In Its proper m 

perspective (sneaky and not cool) and was a situation they see nearly every £ 
day. Similarly, the Smokescreen execution reinforced the fact that most of ® 
their friends do not smoke and you don't need to smoke to'have a good time. ^ 
Importantly, all the executions tend to cownunicate a positive reason not 

to smoke rather than merely preaching the negatives. w 

<s> 

• Adolescents value established friendships and pride themselves in 
exercising a great deal of tolerance toward the behavior of others. 

Executions interpreted as suggesting that underage smokers are stupid, 
anti-social or Inferior are rejetted since many have friends who smoke. 
Respondents clearly preferred those executions that promoted friendship 
ffiroress Yourself) or only hinted at peer rejection (Smokescreen! . 
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• Many respondents (youth and parents) felt that the R. J. Reynolds campaign 
was both more relevant than the current California anti-smoking effort and 
potentially more effective. Interestingly, youth and parents differed in 
their rationale for this belief. The adolescent tends to see the R. J. 
Reynolds effort as "speaking directly to me" whereas adults saw the 
campaign's social message as more motivating than a health-based message. 

As noted earlier, this latter view is consistent with that of developmental 
psychologists and is reflected in the low perceived effectiveness ratings 
of the California campaign •• only 33% of California adults feel that the 
Prop 99 advertising is an effective way to discourage youth smoking. 

• Parents were surprised to learn that the youth directed ads were produced 
by R. 0. Reynolds. Adult respondents Initially assumed that the ads were 
developed by the American Cancer Society or other non-profit organization. 
The vast majority of adults (smokers and non-smokers) saw the campaign as 
a big step in the right direction resulting from obvious pressures on the 
tobacco Industry. Regardless of R. 0. Reynolds' motives for developing the 
campaign (many saw it as a way to reduce external pressures), parents 
considered youth as the beneficiary of the effort. 

• The adult directed ads effectively reinforced top-of-mind awareness that 
parental guidance is a key factor in smoking Initiation. At a minimum, 
parents felt that the ads serve as a reminder to keep the lines of 
communication open. Smokers were particularly interested In How To Talk 
To Your Kids About Not Smoking Even If You Do since most have difficulty 
reconciling a"non-smoking message with their own behavior. Both smoking 
and non-smoking parents considered the booklet to be very helpful, credible 
and to the point. Respondents were pleasantly surprised that the booklet 
was hard hitting and void of "sugar coating.* 


U1 
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R. J. REYNOLDS YOUTH NON-SMOOG_EFFORTS 


I. HOW WAS RJR YOUTH NON-SMOKING PROGRAM DEVELOPED? 

A. Program development began in 1990 as extension to Tobacco Institute 
efforts announced In December, 1990. 

1. Tobacco Institute programs touched on retail access and parental 
Involvement. 

2. RJR saw opportunity to expand scope and delivery of youth 
non-smoking messages developed by TI. 

8. First step was an exhaustive review of existing research regarding 
Antecedents of Adolescent Smoking, 

1. Analyzed U.S. and worldwide studies. 

2. Analyzed studles/artlcles/llterature produced by objective 

researchers (child/adolescent psychologists and behavioral 1sts, 
etc.) ' 

3. Analyzed public record/statements of anti-smoking advocates. 

C. Analyzed available Information on adolescent prevent!on/intervention 
programs and effectiveness studies. 

1. Assessed types of programs that seemed to be working the best. 

2. Determined what programs are currently being used in 
schools/parents, 

D. Identified a "niche" that RJR could fill that was not adequately 
being addressed by existing programs. 

1. Youth Directed. 

2. Parent Directed. 

3. Retail Directed. 

E. developed concepts and programs for each target group utilizing 
secondary research sources. 

F. Researched concepts/oroarams with youth, parents and child experts. 


II. ANTECEDENTS OF ADOLESCENT SMOKING 

if 

A. Enormous body of empirical evidence Indicating that peer influence . h 
parental guidance and accessibility are the primary correlates to 
youth smoking. w 

'•ij 
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1. * Peer influence and family influence supported by cross-sectional 

studies , longitudinal studies and retrospective studies . 

2. Limited quantity of quality accessibility - related studies. 
However, studies by and large indicate that a) compliance with 
minimum_age laws is weak , and b) stricter sup oort/enforcement of 
existing laws is needed to enhance compliance. 

B. Advertising's effect (if any) on youth smoking rates is generally 
not addressed in most large, objective social Influence models. The 
limited public record citing advertising as a key influencer is 
limited to articles authored by anti-smoking groups. 


III. ADOLESCENT PREVENTION/INTERVENTION PROGRAMS 

A. Review of published studies/literature indicates that 
prevention/intervention programs can be classified as follows: 

1. Traditional Approaches 

a. Informational Models : Stresses health effects of smoking' 
and assumes Information/knowledge of health consequences 
will alter behavior. This is the dominant form of 

, 1 ntfiryenllfln-in ichm U ji n d unlm sti h ic knfl . w1e dflgd. hm 

limited effectiveness . 

b. Affective Models : Programs designed to enhance 
self-esteem/image, decision-making abilities and goal 
setting. Largely ineffective when exclusively relied upon 
as intervention technique. 

2. Es ychgsQ^ l Jpp m ctes/Sfl cl al.Ps. ygh9igg .j ggi Tories 

a. Social Influences Models : Recognizes adolescent smoking as 

primarily a social behavior. Programs include (1) 
information on negative social effects of smoking; (2) 
effects of social Influences Including peers, parents and 
media; (3) correcting inflated perception of prevalence; (4) ^ 
refusal training techniques. Overriding consensus is that £ 
social influence approaches can be the most successful. ® 

b. Cognitive Behavioral Models : Similar to social influences g 
but stresses role-playing, rehearsal and decision-making. u> 

C*> 

c. Life Skills Models : Combines Social Influences Model, 

Cognitive Behavioral Model and Affective Programs into one. 
Generally seen as effective. 

IX 

B. A review of existing priorities nationally indicates (a) schools £ 


tend to focus on Informational Models which irave limited -j 
effectiveness; and (b) literature suggests that late w 
elementary/early middle school is optimal age to train students yet ^ ^ 
primary focus currently tends to be in high school. " w 


i 
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C. Availability of quality, retail-based research Is limited. Research 
does suggest that awareness/education of local age laws can make a 
short-term difference. Strict enforcement, however, Is seen as 
holding most promise for compliance-based programs. 

1. Retailer education must be consistent and frequent. 

2. Education must target sales clerk. 

3. Likelihood of strict enforcement (as defined by anti-smoker 
models) Is doubtful given other law enforcement priorities and 
limited resources. 


IV. RJR YOUTH NON-SMOKING PROGRAMS 'FILL A VOID' IN EXISTING 
INTERVENTION/PREVENTION PROGRAMS 

A. "Right Decisions, Right Now" Programs 

1. Youth-Direct Materials 

K 

r 

a. Advert 1slug lommun teat1 on _ Prop rams : Programs featuring 
relevant youth non-smoking advertising addressing social 
reasons for Initiation (peers), stimulating consideration of 
rejection techniques and enhancing self-esteem. Programs 
Include in-school posters and tent cards, book covers 
provided to school systems, and outdoor advertising located 
at near-school locations. 

b. Teachers Study Guides : Training materials helping teachers 
help students make appropriate lifestyle decisions through 
role-play, study guides and discussion posters. Reaches two 
million junior/middle high students twice per year. 

c. Youth Brochure : Youth-directed brochure designed to 
encourage adolescents to make appropriate lifestyle 
decisions. Reaches one million middle/junior high school 
students twice per year. 

2. Parent-Directed Materials 

a. "How Ta_.Talk.To Sour..Kids About Not Smokjng_£ven If You Do" 

Booklet: Booklet designed to help smoking parents 
discourage their children from smoking. Addresses unique 
needs of smoking parents. Offered via outdoor advertising, 
print advertising and distributed In some school districts 
and retail outlets. 

b. Parent-Directed Advertising : Advertising campaigns designed 

to a) heighten awareness among parents of their ^ 

responsibility In discouraging yout-fT smoking (e.g., Kids 
Shouldn't Smoke. Talk To Yours Today) and b) educate to 

parents to the availability of materials from RJR. Programs- w 
are executed via OOH and ROP/magazine advertising. The 

Tobacco Institute booklet "Tobacco: Helping Youth Say No" w 
is also distributed through these channels. 
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B. "Support The Law - It Works!" Retail Program 

1. Retail Training Program : Comprehensive program to help 
retallers/store clerks comply with minimum age laws. Components 
Include in-store signage, training video program, informational 
brochures and employee oriented POS signage. Retailers enlisted 
in program through trade advertising, trade association 
publications and RJR Sales/Public Issues personnel. 

2. Trade Advertising ; Advertising In major trade association 
publications Informing retailers of the Importance of complying 
with minimum age laws and offering an 800 number to sign up for 
free materials. 

3. "It's The Law" POS Signage : RJR allocates space-on selected 
merchandisers to display TI's "It's The Law" message informing 
patrons of the state's minimum age law regarding tobacco 
products. 


V. PRIMARY RESEARCH CONDUCTED BY RJR INDICATES THAT PROGRAM MATERIALS A);- 
COMMUNICATE RELEVANT NON-SMOKING MESSAGES TO YOUTH; B) ARE HELPFUL TO 
PARENTS; AND C) PROVIDE A VALUABLE SERVICE TO RETAILERS. 

A. Youth-Directed Primary Research 

1. Campaign communication among adolescent youth. 

a. Extensive qualitative research (focus groups} and limited 
quantitative research (communications testing) conducted 
among males and females, 12- to 15-years-old across the 
country. Utilized screening mechanism to identify "at risk" 
youth (e.g., peer group, organized activities, grades, etc.) 
for all research. Hispanic adolescents also surveyed, 

b. Research indicates that adolescents universally see social 
Influences as the primary reason for underage smoking. 

c. Overall reaction to "Right Decisions, Right Now" advertising 
is very positive due to situational relevance (e.g., depicts 
real-life situations) and "non-preaching" tonality. 

d. Adolescents see the advertising as a potentially effective 
way to address peer pressure by getting them to a) think 
about reasons why you shouldn't smoke; b) reinforce their 
own self-esteem and decision not to smoke; and c) reconsider 
prevalence by acknowledging that most kids don't smoke, 

e. Research Indicates that a significant campaign strength lies 

in Its "tolerant" approach to the Issue. Specifically, 
many adolescent know frlerrds/fam'lly members who smoke. They 
do not see RJR executions ad degrading to these Individuals CJ 
or unrealistically depicting smokers as stupid. In essence, v ** 
the campaign doesn't "preach" or talk down to .them. ^ 
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f. Quantitative survey among 108 12- to 15-year*old$ Indicates 
the following: 

- 84% see RDRN ads as Interesting ; 93% feel they are a good 
i A& and 83% lJke_the ads . 

- 80% see the RDRN ads as better than or the same as other 
anti-smoking ads they've seen; 29% think RDRN ads are 
better than other anti-smoking ads. 

- More than 95% feel the ads are s ponsored by an 
ant1-smoking__agencv or the government; less than 5% 
thought a tobacco company may be the sponsor. 

- 93% think It would be a good idea to out the ads in their 

s&ImL 

- 69% said the ads made them dislike smoking more than 
before. Not one adolescent said the ads made smoking look 
appealing or made them feel better about smoking. 

- 70% felt the ads were designed for people their age. 

2. Parent reaction to "Right Decisions, Right Now" Advertising. 

a. While adolescents tended to favor the RDRN campaign because 
of situational relevance, parents lend to see the "peer 
pressure" approach as b eing potentially .effective . Most 
parents believe peer Influence to be responsible for a 
variety of adolescent behavior problems. Moreover, most 
parents acknowledge that their children are universally 
aware of the health risks of smoking. 

b. Parents are shocked to learn that the RDRN campaign is 
sponsored by a tobacco company. While some parents see the 
effort as a attempt to address external pressures on the 
industry, the overriding consensus Is that the effort Is 
responsible, potentially effective and should continue. 

Regardless of RJR's motlve(s), parents think the children 
will benefit from the effort. 

8. Parent-Directed Primary Research 

1. Adult-directed communications seen by parents as a) reinforcing 
top-of-mlnd awareness that parental guidance is a key factor in 
initiation and b) reminding parents that they must communicate 
with their children on an array of issues. 

2. Parents applaud the "How To Tal k To Your Kids AbouLitet .Smoking 
Even If lou. Do" booklet as being proactive, and responsible. 

Smoking parents overwhelmingly agree'that the booklet would help 
them discuss not smoking with their children - many felt they 
couldn't bring It up without such a booklet. 

ut 
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C. Research Among Tobacco Retailers 

1. Conducted extensive .Interviews with numerous retailers, chains 
and trade associations across the country to determine what 
materials would be necessary to Improve minimum-age compliance 
In their stores. 

2. RetailersZtrade_assoc1at1ons_Dlaved an Integral part In 
d evelopin g s pecific..C Mi a m nU of the "Support The Law" program. 

3. "Support The Law" materials were screened bv store clerks In 
several locations prior to retailer approval. 

4. Subsequent presentation of "Support The Law" to retailers/ 
chains/trade associations across the country has resulted in 
unanimous endorsement of the program and materials. 


VI. PROGRAM PARTICIPATION RATES 

A. "Right Decisions, Right Now" Program 

r . 

1. Youth-Directed Program 

a. In-SfihaoOdyfitUjdnq Mfitiili: In-school materials 
(posters/tent cards) currently In use In over 100 cities 
(approximately 1,400 middle schools). Have distributed 
75,000 - 100,000 posters In these schools to date. Also, 
book covers with "Right Decisions, Right Now" advertising 
are being distributed to over 1 million middle school 
adolescents. 

b. Tether Study 6.u1d$? OriiDiQa JU iS,d 3 l£: Study Guides 
from Lifetime Learning Systems are distributed to 
approximately 2.3 million middle school students. 

Additionally, 1 million students will receive the RDRN 
youth-directed brochure twice per year. 

c. Near-School Outdoor Advertising : Billboards on display in 
roughly 20 cities at near-school locations. Additionally, a 
school sign program - featuring RDRN ads mounted on street 
signs posted on school property - are currently posted at 
350 schools (over a dozen cities) with significant expansion 
planned in 1993. 

2. Parent-Directed Materials 

a. Brochures 

• RJR has received 2,400 calls on the 800 number promoting m 
information for parents pn how.to speak with their £ 

children about not smoking - "How"To Talk To Your Kids rj 

About Not Smoking Even If You Do." Additionally, several 
thousand brochures have been distributed to Interested v ^ 
school systems. £ 
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• The Tobacco Institute has distributed more than 250,000 
copies of "Tobacco: Helping Youth Say No." RJR has 
participated in this effort via 800 numbers in OOH/print. 

b. A d y erii&lM 

Billboards promoting the availability of parent brochures 
(with 800 number) are posted In roughly 20 cities. 

Moreover, RJR has run an adult-directed ad "Smoking Should 
Not Be A Part Of Growing Up" In dozens (35+) of 
newspapers/magazines nationwide. The ads have run In both 
English and Spanish. 

B. Retailer-Directed Programs 

1. "Support The Law...It Works!" 

a. I n -it Qre Jyij 

Trade associations and chains representing over 15,000 * 

20,000 stores have agreed to participate .in the Support The 
Law program. Roughly 300 • 500 stores/week are signing up 
through Sales Force contacts, chain presentations and 
advertising. A complete list of participating retailers Is 
available. 

The program has been endorsed by several of the largest 
trade associations and retail chains. Press coverage of our 
announcement was generally positive. 

b. Trade/Consumer Advertising 

Ads promoting the availability of the "Support The Law" 
program have run in major trade publications f Convenience 
S-tPCe Baaals* £1£M> Progressive Grocer, etc.) and 
professional journals ( The Advertiser . Governing , etc.). 
Circulation figures are available upon request. 

RJR has run a series of consumer-directed ads urging 
communities to support age restriction laws. These ads have 
appeared nationally In USA Today . 

2. "It's The Law" (Tobacco Institute! 

RJR has supported and executed the TI "It's The Law" program 
since its introduction in December, 1990, The program has been 
worked In ? outlets. Additionally, RJR is placing the "It's The 
Law" POS on all RJR overhead merchandisers at retail - 50,000 
nationwide. 
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SHARE A GREAT IDEA 
WITH YOUR FRIENDS. 



















AND YOU THINK 

THIS LOOKS COOL? 
















































SMOKE SIGNALS MAY NOT BE 

THE WAY TO GET 
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MORE ATTI 
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YOUR BIG IDEAS ABOUT 
SMOKING ARE A LOT SMALLER 
THAN YOU THINK. 
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Joseph W. Cullen. Ph.D. 
1936-1990 


The Smoking and Tobacco Control Monographs are dedicated 
to the memory of Joseph W. Cullen, firmer Deputy Director of 
the Division if Cancer Prevention and Control and architect of 
the National Cancer Institute's Smoking and Tobacco Control 
Program (STCP). Through his innovative leadership, the 
STCP has now established itself as the world's premier 
organization in the field of smoking and tobacco use control. 

Dr. Cullen was an inspiration to all who knew him, 
representing public service at its best. His untimely death in 
November 1990 represents a loss to us all, but most 
important, a loss to the public health of this country. 


Peter G. Gceenwald. M D.. Dt. P.H. 
Director 

DMilon ot Cancel Prevention and Control 
National Cancer institute 

j November 1991 
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Foreword 


Of all the U.S. Public Health Service agencies, the National 
Cancer Institute (NCI) has perhaps the longest history of in* 
volvement in the battle against the health consequences of 
smoking. During the early 1950's, when the first studies to link 
smoking with increased lung cancer risks were published, the 
institute included smoking as part of its research! agenda. 

In 1955, NCI epidemiologists Haemzei, Shimidn, and Miller 
conducted the first large-scale national survey to. assess patterns 
of tobacco use among adults to the United States. Theirs was a 
landmark study In many ways, not the least of which was Its 
momentum against the prevailing Indifference—and even 
hostility—in the medical community with regard to inferences 
that smoking harmed people. That study clearly defined die 
extent of the smoking problem in American society; nearly 
60 percent of men and 26 percent of women were classified as 
current smokers at the time of interview. Since that time, 
substantial progress has been made in reducing smoking preva¬ 
lence. Today, only about 25 percent of adult Americans report 
that they are cigarette smokers. 

Figure 1 

Percentage or adults (age IS and older) who are current 

smokers, by race and gender 
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Figure 2 

Percentage of high school seniors reporting daily cigarette 

smoking 

Pmnlagt 



Nevertheless, nearly 50 million of our citizens are still 
using cigarettes regularly; and, sadly, the percentage of women 
who smoke is about the same now as was reported 35 years 
ago. Indeed, as a direct consequence of smoking, the age- 
adjusted death rate from lung cancer among women has 
increased by a staggering 420 percent during this same period. 
Further, smoking among black men is 20 percent higher than 
that reported by whites, and black men have the highest lung 
cancer mortality rate of any demographic group in the United 
States. 

Even more discouraging, smoking among our children has 
not declined appreciably over the last decade, despite the 
continuing efforts of public health officials (Figure 2). Approxi¬ 
mately 3,000 teenagers take up the habit each day. 

The reasons for these developments should not be too 
surprising, as detailed in this monograph (see Chapter ll. 
Smoking :s a pervasive social problem of gigantic proportions. 
Last year alone, this Nation consumed 527 billion cigarettes, or 


2,828 cigarettes for every person 18 and over, smokers and 
nonsmoken alike (see Chapter 3). Cigarettes represent a 
unique class of commercial product In that they are life- 
threatening when used as Intended by the manufacturer. 

While this institute spent S47 million last year to develop 
and disseminate ef f ec tiv e smoking in t erve n t i on technologies, 
the major cigarette manufacturers spent $3.6 trillion in an 
effort to convince people that smoking Is necessary for social 
acceptance, that it makes one attractive to the opposite sex, 
and that It enhances self-image. Over the past 4 years alone, 
expenditures for all cigarette advertising and promotional 
activities have increased nearly SO percent and, increasingly, 
they appear to be targeting youth. 

Perhaps the most criticized campaign of recent years was 
the introduction, in 1988, of the "smooth character' cartoon, 
Joe the Camel (Figure 3). In 1989, RJR Nabisco ran a particu¬ 
larly outrageous four-page ad In youth-oriented Rolling Stone 
magazine, in which dating advice was offered fos young men. 
On the first page of the ad is a cartoon of a beautiful woman 


Figure 3 

Hie "smooth ch a r a cter* 
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asking if the male teen is “bored? lonely? restless?" Inside, the 
'smooth character* gives "foolproof dating advice" for Impress¬ 
ing someone at the beach: 

Run into the water, grab someone and drag her back to the 

shore, as if you’ve saved her from drowning. The more she 

kicks and screams, the better (emphasis added). 

While the tone and slant of this advice constitute an 
insulting provocation to the women of our country, perhaps 
equally troubling is the information on the back page of the 
ad: "How to get a FREE pack even if you don't like to redeem 
coupons." tire suggestion: Just ask "your best friend' or "a 
kind looking stranger" to redeem the coupon for you. 

Who is really the target of such an advertisement? Cer¬ 
tainly, the camel cartoon character could not have much 
appeal for an adult. And how many people would feel com¬ 
pelled to ask "a kind looking stranger” to redeem a coupon for 
free merchandise—unless, of course, they were underage? 

No doubt the success of the "smooth character" campaign 
is one reason that RJR Nabisco more than tripled its advertising 
expenditures for Camel cigarettes. In the wake of Joe the 
Camel's popularity. Brown & Williamson Tobacco Corp. has 
begun test marketing of a penguin cartoon character to pro¬ 
mote Kool cigarettes in billboards, magazines, and store dis¬ 
plays. It Is not difficult to imagine what impact such large- 
scale, vouth-oriented promotions may have on the sale of these 
brands to teenagers. Unfortunately, by the time we resolve this 
question, millions of our young people already wilt have 
become addicted to cigarettes. While the economic costs to 
our future program of health care delivery will be staggering, 
the future human costs are beyond reckoning. 

As public health officials, we must devise effective strate¬ 
gies to counter such seductive promotions, and we will not 
shy away from this mission. Vet. for every SI that NCI spends 
on research to combat smoking, the tobacco industry spends 
SSO to promote the addiction. Where the cigarette manufac¬ 
turers can offer free packs of cigarettes, cigarette lighters, and 
premiurAs such as attractive clothing, we can offer only warn¬ 
ings about the dangers of smoking and advice about how to 
quit. 

As health professionals, we need to understand that 
smoking is not only an individual's problem, but also a societal 
problem—"a social carcinogen, ' as one prominent researcher 
characterized it. Also, it is a problem that can not be left solely 
to Government to solve. It will require the combined efforts of 


all of us to achieve a tobacco-free society. I call upon the entire 
medical and public health community to become involved in 
the fight against this Nation's number one public health 
menace—cigarette smoking. 


Samuel Broder. M-D. 
Director, 

National Cancer Institute 


vil 
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Preface 


In the months Immediately after January 1964, when 
Surgeon General Luther Terry released the first official Govern¬ 
ment report on smoking and health, cigar et t e consumption in 
the United States declined significantly. It was only the second 
time since the turn of the century that publicity about the 
hazards of smoking had produced a reduction In pigarette use. 
At that time, many leaders in the medical and public health 
arena assumed that, by providing the public with straight¬ 
forward information about the dangers of smoking, they could 
discourage Inge numbers of people from using cigarettes. 

While the expected change in behavior did occur, ft was far 
more limited than had been hoped—a reflection of the diffi¬ 
culty that individuals often experience when the? attempt to 
alter a complex behavior such as smoking, especially one we 
now know to be addictive. 

The recognition that Information alone would not elimi¬ 
nate tobacco use shifted the focus to strategies directed to the 
individual. This focus presumed, erroneously as it turned out, 
that the major determinants of smoking behavior were centered 
within the individual rather than sociologic in nature. Subse¬ 
quent research and natural observation dearly demonstrated 
that behavior change correlated with changes occurring in the 
smoker's social and economic environment. This recognition 
has led to the adoption of public health strategies that now 
address the smoker's larger social environment while simulta¬ 
neously offering programs of assistance for the individual. 

This volume provides a summary of what we have learned 
over nearly 40 years of the public health effort against smok¬ 
ing—from the early trial-and-error health information cam¬ 
paigns of the 1960's to the NCI's science-based ASSET project 
(the American Stop Smoking Intervention Study for Cancel 
Prevention), which began in the fall of 1991. Strategics To 
Control Tobacco Use in the United States: A Blueprint for Public 
Health Action in the 1990's presents a historical accounting of 
these efforts as well as the reasons why comprehensive smoking 
control strategies are now needed to address the smoker's total 
environment and reduce smoking prevalence significantly over 
the next decade. 

An important finding discussed in this monograph 1$ how 
different populations were affected by and responded to the 
early 1950's media coverage about the dangers of smoking, in 


LX 
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contrast to the effects of more intensive and sustained efforts 
in the late 1960's (see Figures 8, 9 , and 10 in Chapter l). 

During the latter period, the Federal Communications Com¬ 
mission ruled that cigarette advertising was subject to the 
Fairness Doctrine, and it required that all radio and television 
stations provide significant air time for health organizations to 
counter commercial ads with messages against smoking. 

While the data show clearly that only white male smokers 
reacted to the first wave of public information in the I9io*s— 
most tikely because all of the early studies linking smoking and 
lung cancer were conducted with white males—the 
counteradvertising campaigns of the late sixties produced a 
greater level of smoking cessation across all major demographic 
groups. The TV and radio messages against smoking at that 
time employed broader themes and issues and thereby ap¬ 
pealed to a more diverse audience. Further, the counter¬ 
advertising campaigns under the Fairness Doctrine used far- 
reaching electronic media—primarily tefevision. while the 
public information of the middle 1950's had relied more 
heavily on print media. 

The lessons gained from such natural experiments and 
from our contextual understanding of social factors that have 
influenced smoking in this century (see Figure 1, Chapter S) are 
strong complements to our knowledge of what works—from 
the more than 100 controlled intervention trials sponsored by 
NCI in the 1980's. 

Throughout the first 10 years of its existence, NCI's Smok¬ 
ing and Tobacco Control Program has operated under the 
philosophy that research, in and of itself, is not capable of 
producing large-scale national change in smoking prevalence 
rates. It was recognized from the outset that there must be a 
concerted effort to systematically and comprehensively apply 
the knowledge gained from the intervention trials. Thus, from 
its inception, theSTCP has continually used information from 
such studies to plan the next steps for implementation of a 
national strategy to significantly reduce smoking in the 1990's. 

The current state of the art in combating tobacco use 
combines multiple environmental changes with multiple 
programs directed 10 individuals in different stages of the 
smoking initiation and cessation process (see Figures 14 and 
15, Chapter 1). This strategy recognizes that no single ap¬ 
proach is best for all individuals, that no one intervention 
channel is capable of effectively reaching all smokers (or, in the 
case of children, potential smokers), and that no single time is 
best for individual smokers to make an attempt to quit. Com¬ 
prehensive strategies for smoking control are characterized by 


Figure I 

ASSIST states 



the delivery of persistent and inescapable messages to quit or 
to not start smoking, coupled with continuously available 
support for individual cessation attempts, ail provided through 
multiple channels and reinforced by environmental incentives 
for norumokers. 

This strategy has provided the scientific foundation for the 
largest, most comprehensive smoking control project ever 
undertaken—the American Stop Smoking intervention Study 
for Cancer Prevention. .ASSIST is a large demonstration project 
designed to significantly reduce smoking prevalence in 17 states 
(Figure 1). Its primary objective is to reduce smoking preva¬ 
lence to IS percent ot less by the year 2000. 

The ASSIST framework incorporates a three-axis model, 
consisting of target populations, intervention channels, and 
interventions (Figure 2). The model organizes the multiple and 
divjerse activities of a comprehensive smoking control Initiative: 

• Target populations (axis 1) can include youth, ethnic 
minorities, blue-collar workers, individuals with less 
education, women, or other populations with relatively 
high smoking prevalence. 

• Channels (axis 2) are the organizational structures or 
mechanisms by which specific intervention activities will 
reach the target populations. In ASSIST, four major 
channels are envisioned as the primary means for contact 
with smokers and potential smokers. 
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Figure 2 

ASSIST conceptual framework 



• Interventions (axis 3) are the instruments for producing 
change, both for the individual and in the larger comrou> 
ntty environment that will effect broader behavior change 
in target populations. In ASSIST, interventions will take 
the form of direct contacts with individuals and groups 
through a variety of program services, while media and to¬ 
bacco control policies are expected to create broader sodai 
change and increase the demand for program services. 

More than 90 million Americans will be directly affected by 
ASSIST over the life of the project. If ASSIST project goals are 
achieved, it will result in 4.5 million adults' quitting smoking and 
prevent 2 million children from ever taking up the habit. More 
important, a successful ASSIST project will have prevented nearly 
1.2 million premature smoking-related deaths, including mote 
than 400,000 deaths from lung cancer 


Claudia Baquet. M.D. 
Associate Director 
Cancer Control Sciences 
Program 

National Cancer Institute 
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I Introduction 


i 

In 1982. the National Cancer Institute began the Srook- 
1 ing and Tobacco Control Program (STOP). The 5TCP included 

a comprehensive research program for testing the efficacy of a 
variety of smoking intervention strategies. To date, nearly 
$300 million has been allocated for this effort (Figure 1), 
making the STCP the largest program of its kind ip .the world. 


1 Figure I 

National Cancer Institute fundwtg for sm olang and tobacco 


control research 


IntMTsI 

1982 

10.943 

1983 

9.476 

1984 

16.721 

1985 

21.131 

1986 

27.099 

1987 

37.288 

1968 

39.604 

1989 

40.151 

1990 

41.500 

1991 

46.900 

Total 1962-1991 

5290.613 


Source; National Cancer 


STCP TRIAL AREAS The priorities for STCP intervention research grew from a 
systematic planning process for cancer prevention and control 
that had aireadv been developed within the National Cancer 
Institute. This eariy strategy positioned the control of smoking 
as the cornerstone for NCI's effort to reduce cancer mortality 
by 50 percent by the end of the 1990's. The strategy's blue¬ 
print was a model that defined NCI priorities for cancer control 
(Figure 2). 

Priorities for STCP intervention activities evolved from 
state-of-the-art reviews and consensus development incorporat¬ 
ing contributions from hundreds of scientists and public health 
experts. The result was the two-pronged strategy now in use. 
The first part involves the study of intervention methods that 
are school-based programs, self-help techniques, physician- 
delivered and dentist-delivered interventions, mass media 
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Figure 2 

Cancer control phase* applied (o sm el lin g and tobacco control research 
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approaches, and community-based interventions. The second j 

strategic arm targets specific populations that are (1) at greater ! 

risk for developing cancer and/or (2) amenable to prevention/ j 

cessation strategies. Included in the second strategy are youth, | 

ethnic minority groups, women, smokeless tobacco users, and j 

heavy smokers. 

While nearly 100 separate intervention trials and studies | 

now make up the NCI portfolio of smoking and tobacco use 
intervention research, 60 trials constitute the original core of | 

the STCP program (Figure 3). j 

To aid in the national dissemination of STCP trial results, a 
series of monographs, of which this is the first, will be pro¬ 
duced. This first monograph, Strategies To Control Tobacco Use 
in the United States: A Blueprint for Public Health Action in the ' 

1990‘s, presents an overview of the components of an effective, ( 

comprehensive smoking control strategy Future monographs 
will focus on individual trial areas or related topics. 

SMOKING Smoking and Tobacco Control Monographs are but one 

AND TOBACCO* means that NCI uses for informing both the public health and 
CONTROL research communities of emerging results from the smoking 

MONOGRAPHS intervention triais initiated in the mid-1980 s. While mono¬ 
graph contents will be based primanlv on information and 
findings from NCI-funded tnais and studies, they also will 
address various issues of importance to the public health 
community in the effort to reduce smoking-related dfsease. 

One important area, which recently has begun to receive 1 

increased attention, is that of policies and their effect on 
practices related to smoking and tobacco use. 
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In developing the concept for the Smoking and Tobacco 
Control Monographs, the Institute intended that the publica¬ 
tions serve four major objectives: 

1. Provide a cohesive and integrated description of indi¬ 
vidual smoking and tobacco issues, control strategies, . 
and trial results to allow maximal utilization and 
dissemination of current and evolving knowledge and 
thereby influence the professional and layperson's 
undemanding of these matters. 

2. Significantly reduce the time between availability of 
information emanating from research projects and the 
publication and wide dissemination of this informa¬ 
tion. 

3. Enhance the rapidity and efficiency with which NO 
can utilize findings from research trials as a means of 
reducing cancer morbidity and mortality for those 

* cancers most associated with tobacco use. 

4. Provide a mechanism for codification and synthesis of 
information relevant to the use of those agencies, 
institutions, and individuals in the Nation that can 
affect the formulation of public policy related to 
smoking and tobacco use. 

The rapidly growing understanding of what constitutes an 
effective strategy' for controlling tobacco use has outstripped 
the ability of the peer-reviewed literature to disseminate this 
understanding to those responsible for implementing smoking 
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control programs. The limited space available in peer-reviewed 
journals and the relatively long lag time from the initiation of a I 

study to the publication of its results are barriers to the rapid 
dissemination of new information and approaches to tobacco l 

control. In addition, the dispersion of information on a given 
smoking control approach across multiple journals and different 
years of publication makes it very time-consuming and compli¬ 
cated to assemble a comprehensive picture of what Is known 
about that approach. The Smoking and Tobacco Control Mono¬ 
graphs are intended to aid in overcoming these barriers to 
information dissemination. 

The major strength of the peer-reviewed literature and of 
Government reports on smoking, such as the Surgeon General's 
reports on the health consequences of smoking, has been the 
extensive review provided by individuals knowledgeable and 
experienced in the topic under examination. In establishing the 
editorial system for the STCP monographs. NCI has decided to 
adopt a process that relies extensively on input from the large 
number of talented researchers and program personnel currently 
working to reduce the burden that tobacco places on our society. 

The following summarizes the process for compiling the Smok¬ 
ing and Tobacco Control Monographs. i 

The staff of the STCP, in consultation with its support j 

contractor and outside experts, develops a short list of possible 
monograph topics or ideas for consideration, and from that list a i 
single topic is selected. The selection is based on program need, 
availability of data (both within and outside the program), 
public health importance, and other factors. The monograph's 
senior scientific editor develops a detailed outline and transmits 
it to institute staff along with a list of candidate authors for 
individual sections and chapters. 

Scientific Content Individual authors are recruited to produce draft manu- 

Development scripts. Because the monograph content is based primarily on 

NCI-supported intervention trials, the majority of authors are 
STCP pnncipai investigators. An editorial team is assembled, 
consisting of the senior scientific editor and consulting editors 
. with expertise in the area under development. 

Depending on the complexity and length of the proposed 
material, authors are asked to produce an initial draft manu¬ 
script between 90 and 120 days after accepting their writing 
assignments. During this time, the authors are encouraged to 
discuss any problems of content, focus, or style with the mono¬ 
graph editorial team. 

After the initial drafts are produced, a l -day working meet¬ 
ing of all monograph participants (authors, editors, and STCP 
and contractor staff! is convened. During that meeting, each 
author is provided with specific comments and suggestions. 


Approximately 60 days after the initial meeting, a second 
meeting of participants is convened, and final suggestions are 
provided, within 30 to 45 days after the second meeting, a 
final version of each manuscript is delivered to the Institute. 
The individual manuscripts are then edited and consolidated 
into chapters by the Smoking and Tobacco Control Monograph 
editors. 

Peer Review All manuscripts are subjected to a two-tier pee r revie w 

process. This process includes chapter reviews, whereby two or 
three experts in each subject area are asked to provide a critical 
review. Concurrent with the first review, a second peer review 
is conducted, involving senior scientists—Individuals who have 
a long history of involvement in smoking control. These 
individuals are sent the entire monograph manuscript. Com¬ 
ments and criticisms from both groups are incorporated into 
the document by the scientific editorial team in collaboration 
with STCP staff. 

The First Volume This monograph was the work of dozens of Individuals— 

STCP trial investigators, public health and smoking control 
experts, and scientists and experts from other disciplines. 

The monograph Is organized into six chapters: 

Chapter 1—The Scientific Rationale for Comprehensive, 

Community-Based, Smoking Control Strategies 

Chapter 2—Evolution of Smoking Control Strategies 

Chapter 3—Smoking Prevalence and Lung Cancer Death 
Rates 

Chapter 4—Approaches Directed to the Individual 

Chapter 5—Approaches Directed to the Social Environment 

Chapter 6—Interdependence and Synergy Among Smoking 
Control Activities. 


Monograph 

Development 

Process 


Topic Selection 
And Outline 
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Chapter 1 

The Scientific Rationale for 
Comprehensive, Community-Based, 
Smoking Control Strategies 


INTRODUCTION The use of tobacco predates the discovery of the New 

World by Columbus, and tobacco was one of the major cash 
crops of the early American colonies (Robert, 1967). Efforts to 
control tobacco use have a history almost as long and colorful, 
including King James I's “CounterbUste to Tobacco' In 1604 
(International Agency for Research on Cancer, 1986). How¬ 
ever, in Hie last century the use of tobacco has become more 
widespread and more hazardous. The development of ma- 
[ chines that could manufacture cigarettes In the late 1800’s and 

safety matches at the turn of the century set the stage for mass 
marketing of cigarettes. This mass marketing of-cigarettes in 
j the United States resulted In a rapid rise in per capita cigarette 

| consumption that began around 1910 and provided one of the 

first demonstrations that advertising could create demand for a 
product where no previous demand existed (Whelan. 1984). 

Coincident with the increasing use of cigarettes was a 
change in the tobaccos used to manufacture U.S. cigarettes 
(International Agency for Research on Cancer. 1986). The 
smoke from those tobaccos was milder and easier to inhale and 
j had a pH that prevented absorption of nicotine across the oral 

mucosa; users had to inhale the smoke into the lung to absorb 
substantial amounts of nicotine. The deep inhalation of 
tobacco smoke, with the subsequent deposition, retention, and 
absorption of the smoke's toxic and carcinogenic substances, 
dramatically changed the risks associated with tobacco use and 
resulted in the proliferation of lung cancer and other smoking- 
related diseases. 

During the 1930's and 1940‘s, the rapidly rising rates of 
lurfg cancer in men led scientists to investigate possible causes 
of the epidemic, using the newly developed tools of case- 
i control and cohort epidemiologic studies. By the mid-1950's, 

data from these studies allowed the scientific community to 
j conclude that cigarette smoking clearly was hazardous to 

j health (Study Group on Smoking and Health, 1957), and the 

public health community began its continuing effort to reduce 
| the burden of toijacco-related disease by reducing smoking 

initiation and promoting smoking cessation. 


i 
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Figure 1 

Actual (1980) and protected (1985 to 2015) lung cancer death 
rates, age* 55 to 84* 
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The rapid rise In lung cancer death rates during this 
century can be closely linked to the rise in cigarette consump¬ 
tion by men and women of both black and white races. A 
model presented later in this volume (Chapter 3) predicts 
future lung cancer death rates based on the recent and pre¬ 
lected future changes in smoking prevalence (see Figure 1). 

This model predicts that changes in smoking behavior that 
have already occuned will produce a decline in the lung cancer 
death rates for white males within the next decade, but the 
rates for women and for black males would nor be expected to 
fall until after the year 2000. This prediction is based on a 
continuation of the current trends in smoking behavior. If the 
rate of smoking cessation can be increased, then an even more 
substantial fraction of the expected mortality from Jung cancer 
can be averted. The comprehensive strategies for controlling 
tobacco use described in this volume offer the best hope of 
reversing and ultimately eliminating the epidemic of iung 
cancer that has characterized this century. 


This volume synthesizes what has been learned In the past 
40 years of efforts to control tobacco use. As with most suc¬ 
cessful public health efforts, the current state of the art in 
control of tobacco use is built on a broad base of scientific in¬ 
vestigation and includes the equally broad experience of 
successful and unsuccessful program activities that evolved In 
parallel with our scientific knowledge (Cullen, 1989). 

BACKGROUND: Frequently, it is the operational experience with what 

EFFORTS works or does not work at the pr o gram matic level that forms 

TO CONTROL the core of interventions tested in controlled scientific investl- 

TOBACCO USE gations. It should come as no surprise, therefore, that current 

concepts of effective approaches to controlling tobacco use 
frequently outstrip both the tools needed to evaluate them and 
the data needed for definitive proof of their impact (US DHHS, 
1990a). This volume presents our anient best judgment of 
what constitutes an effective, comprehensive strategy to 
control tobacco use, and it draws extensively, and without 
apology, on the broad bodies of undemanding developed by 
both controlled scientific investigation and the trial-and enor 
experience of interventions conducted in the community 
(Schwartz, 1987; US DHHS, 1990a). 

The dear identification of cigarette smoking as a ma)or 
health risk led to efforts to persuade current smokers to quit 
and to keep new smokers from beginning. Early approaches 
relied heavily on providing information about the risks of 
smoking (see Chapter 4). Although the impact of information 
campaigns was demonstrated by an increased awareness of 
smoking-related health risks and a decline in per capita con¬ 
sumption of cigarettes in the population at the time of the 
campaigns, it rapidly became apparent that information alone 
would not solve the problem. Knowledge of the health risks of 
smoking was transmitted to smokers and is probably a major 
motivational force in cessation attempts, but the vast majority 
of these cessation attempts failed, leaving most smokers want¬ 
ing to quit but unable to do so. 

In assessing the limited success of the educational cam¬ 
paigns against smoking, it is important to recognize that these 
campaigns were not presented in isolation (Schwartz, 1969). 
Rather, they were confronting the tobacco companies' much 
larger effort to promote smoking and to confuse the public 
about the risks of tobacco use (Whelan, 1984). In contrast to 
other health-based information campaigns, the effort to pro¬ 
vide information on the risks of smoking was. and is, con¬ 
ducted against the backdrop of a multibillion-dollar advertising 
and promotional campaign that encourages cigarette smoking 
(Centers for Disease Control, 1990: Dasis. 1987> 
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The tobacco industry responded to the initial bunt of in- J 

formation on the risks of tobacco use with a combination of I 

(1) a media effort designed to cast doubt on the level of scien¬ 
tific certainty about the risks and (2) a series of modifications ! 

to cigarettes (filters and lower tar content) designed to con- , 

vlnce the public that the risk had been removed. It is not 
known how effective the antismoking public information i 

campaign might have been if it had been delivered in the 
absence of the tobacco Industry's much larger, competing j 

campaign (Warner, 1977). 

The recognition that information alone would not elimi¬ 
nate tobacco use shifted the focus of control strategies to the 
individual; programs were developed to help adults in their 
efforts to quit smoking and to prevent adolescents from begin¬ 
ning to smoke (see Chapter 4). The goal of these programs was 
to create psychological change within the individual that 
would enable successful change in smoking behavior and 
resistance to environmental stimuli that induce the start of 
smoking or a return to the practice after quitting. This focus 
on the individual presumed that the major determinants of I 

smoking behavior are within the individual, a premise that 
turned out to be faulty, in part because many of the forces that 
promote smoking initiation and smoking cessation are socio¬ 
logical in nature rather than purely psychological. Also, the 
difficulty of attracting smokers and the limited resources for 
behavioral change that many smokers bring to such programs 
predict a very limited impact for individual-centered approach¬ 
es relative to population-wide programs. 

To broaden the appeal of individual-centered approaches, 
self-help programs and telephone hotlines to counsel smokers I 

were developed (Glynn et al., 1990). These strategies did, 
indeed, attract a larger fraction of the smoking populadon, but 
their less intensive methods are also less effective at creating 
behavioral change by the smoker, leading to a lesser individual 
effect on a larger number of smokers. 

Research on the determinants of smoking behavior and the 
observation that declines in cigarette consumption corre¬ 
sponded to changes in smokers' social and economic environ¬ 
ment (Warner. 1977) led to a recognition that a focus on the 
larger social environment, rather than on the individual, could 
be an effective strategy for controlling tobacco use (see Chap¬ 
ter 5). Environmental changes that are believed to influence 
smoking initiation and smoking cessation include 

• Increased tobacco costs: ■ 

• Antitobacco media campaigns; I 

• Declining social acceptability of smoking; ' 

• Limitations on where smoking is allowed; and I 

« Restricted access for minors. 


The Impact of these changes is diffuse and, therefore, 
difficult to link to any change in the smoking behavlot of an 
Individual. However, the underlying premise of these social 
environment-centered efforts is that removal of environmental 
stimuli and reinforcements for smoking and the simultaneous 
creation of environmental disincentives for smoking markedly 
alter the personal psychological and sociotogicai utility of 
smoking- This leads to higher rates of smoking cessation and 
lower rates of smoking initiation. If barriers to smoking are 
raised, the social reinforcement of smoking changed to social 
disapproval, and the smoker continually bombarded with 
messages to quit, then it is less likely that adolescents experi¬ 
menting with cigarettes will continue on to dependence, more 
likely that smokers will attempt to quit and, once they have 
quit, less likely that they will relapse. 

As efforts to control tobacco use began to incorporate these 
social environmental approaches, it was realized that the two 
approaches, individual and environmental, were not compet¬ 
ing strategies, but that they could be combined ifi a way that 
might synergist!ally increase their effect on smoking behavior 
(see Chapter 6). The combination of changing the environ¬ 
ment to discourage smoking while simultaneously providing 
resources to increase smokers' ability to control their own 
behavior has the potential to effect substantial, sustained, 
population-wide change in smoking behavior (Pomretm et al., 
1990-91). These changes in the individual and In the social 
environment often occur incrementally and at a modest pace, 
Therefore, smoking behavioral changes may lag behind 
changes in policies or social norms. Changes In the social 
environment would be expected to have a modest initial 
impact that Increases with time as the social changes percolate 
through the environment in which the smoker lives. 

As the basis for current, comprehensive, community-based 
efforts to control tobacco use, this combined approach recog¬ 
nizes that individual and environmental inputs can be pro¬ 
vided at multiple levels, through multiple channels, and over a 
relatively continuous time. Persistent and inescapable mes¬ 
sages to quit are provided to the smoker concurrent with 
repeated offers of support and assistance in the quitting process 
(US DHHS, 1990a). 

The description of control strategies presented in this 
volume recognizes that there is no single solution to the prob¬ 
lem of tobacco use. Different programs have impact on differ¬ 
ent points in the process of initiation, maintenance, and 
cessation of smoking behavior. More than one program may 
simultaneously influence an individual to alter smoking 
behavior, and a single program may have different effects on 
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Figure 2 

Smoking prevalence among men bom from 1911 to 1920 
(through 1987) 



individuals at different stages of smoking behavior. The recog¬ 
nition that smokers use the cigarette to interact and cope with 
their environment has led to current efforts to change both the 
smoker and the smoker's environment. 

The prevalence of cigarette smoking is not uniformly dis¬ 
tributed across the U.5. population. Cigarette smoking varies 
with age, gender, race, education, year of birth, and other 
factors (Pierce and Hatziandreu, 1989). These differences are 
important for assessing the disease risks associated with to¬ 
bacco use. and knowledge of these patterns is essential to the 
development of strategies to control tobacco use. 

The initiation of regular smoking is confined almost com¬ 
pletely to those under the age of 25, and 90 percent of ciga¬ 
rette-smoking initiation is complete by age 21 among current 
cohorts (Pierce and Hatziandreu. 1989). Figure 2 shows the 
pattern of smoking initiation and cessation for men born in 
the years 1911 through 1920; initiation of smoking occurred 
only in early life, and the major change in smoking behavior 
after age 25 was cessation. This general pattern i smoking 


initiation early in life and cessation later in life) appears among 
all subgroups of the population, but different subgroups have 
different rates and ages of Initiation, achieve different rates of 
peak smoking prevalence, and have different rates of cessation 
(Hams, 1983). For instance, the rates of cessation are lower 
and prevalence of smoking is higher among individuals at 
lower socioeconomic levels and with lower levels of formal 
education (Pierce and Hatziandreu, 1989). In addition, differ¬ 
ences In the pattern of smoking behavior between Mack Ameri¬ 
cans and white Americans (see Chapter 3) include a much 
smaller decline in the prevalence of smoking among blacks 
(Flore etal., 1989). 

Gender differences in patterns of smoking behavior are 
illustrated In Figures 3 and 4, which contrast the smoking 
behavior of men and women bom during different decades of 
this century, from 1901 through 1970. The men bom in the 
first few decades took up smoking early In the century and 
early in life and reached a very high peak prevalence of smok¬ 
ing. In contrast, the women bom during the same periods 
began to take up smoking later in the century and conse¬ 
quently later in life, and they reached peak prevalence levels 
that were much lower than those of their male counterparts 
(Harris, 1983). The gender-related differe n ces in smoking 
behavior among the cohorts bom later In the century are far 
smaller, and the patterns of smoking behavior for men and 
women in the most recent With cohort (1961 to 1970) are 
almost Identical. 

These differences in smoking behavior are important to the 
undemanding of comprehensive strategies to control tobacco 
use because they explain the requirement for multiple channels 
and multiple interventions. Because of the diversity of smok¬ 
ing subgroups, no single approach should be expected to work 
for all smokers, and no single channel can be expected to reach 
all smokers. 

The comprehensive strategies described in this volume are 
based on the premise that (1) specific programs to alter smok¬ 
ing behavior can be aimed at different points in the process of 
initialing, maintaining, and quitting smoking behavior and 
(2) a concerted effort to attack smoking behavior at each of 
these points will yield results far greater than those expected 
from the sum of the programs applied independently. Further¬ 
more, there is an assumption that smokers must be reached 
within and by the structures where they live and work; there¬ 
fore, a comprehensive strategy must include participation by a 
broad and representative selection of the groups and social 
structures that constitute the community in which the smoker 
lives (Thompson et al„ 1990-91). 
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Figure 5 

U.5. per capita cigarette consumption for adults, aged 18 and 
older (1930 to 1990) 
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ROLE OF PUBLIC One of the earliest responses to the scientific data that es- 

INFORMATION tablished the risks of smoking was an information campaign to 

CAMPAIGNS communicate the health risks of cigarette smoking with the ex¬ 

pectation that relaying the risk information to the smoking 
public would lead to changes in smoking behavior. Clearly, 
these information campaigns have been successful in commu¬ 
nicating risk information at the simplest level: In recent 
surveys, more than 80 percent of current smokers agreed that 
smoking is harmful and even that it is harming them as indi¬ 
viduals (Pierce and Hatziandreu. 19891. Information cam¬ 
paign^ have been less successful, though, at transmitting an 
understanding of the magnitude of the risks associated with 
smoking iShopland et al„ 1990). 

The expected change in smoking behavior did occur, but it 
was far more limited than had been hoped (US DHHS. 1989), 
suggesting the individual smoker's difficulty with breaking his 
or her dependence on tobacco. Figure 5 shows the changes in 
cigarette consumption during this centurv and suggests the 
relation of such changes to media information campaigns. Per 


11 


http://legacy.library.ucsf.edu/tid/njq07a00/pdBource: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 

















RESULTS OF 
EARLY TOBACCO 
CONTROL EFFORTS 




National Cancer Institute 


Smoking and Tobacco Control Monograph No. 1 


51604 5875 

> 


capita consumption of cigarettes declined with each of these 
major informational events: 

• A substantial downturn in consumption coincided with 
the lay media's presentation of scientific evidence 
establishing the risks of smoking in the mid-1950's. 

• A smaller downturn occurred with the publication of the 
first Surgeon General's Report in 1964 (US DHEW, 1964) 
and the resultant media coverage. 

• A major downturn in per capita cigarette consumption 
also occurred during the late 1960's; between 1967 and 
1970, mandated antitobacco spots were shown on televi¬ 
sion to counter cigarette advertisements. When cigarette 
advertisements were banned from television In 1970, the 
bulk of the anti tobacco advertising campaign also dis¬ 
appeared, and per capita cigarette consumption again 
increased. 

Information alone is often dismissed as a means of influ¬ 
encing smoking behavior, but information about smoking- 
associated disease risks provides much of the motivational 
substrate for Individual cessation efforts and Is likely to trigger 
cessation attempts. It is dear, however, that these informa¬ 
tional campaigns of themselves were unable to create and 
sustain cessation in the majority of smokers. 

The decline in smoking prevalence over time within a 
given birth cohort has led to the suggestion that aging is the 
dominant influence on smoking cessation. But the attribution 
of cessation to advancing age ignores the fact that activities to 
control tobacco use have increased over the last four decades, 
concurrent with the aging of the individuals that make up the 
birth cohorts. By examining the changes in smoking preva¬ 
lence for the four oldest birth cohorts of males, one can see 
that the point where smoking prevalence begins to decline in 
each cohort is in the mid-1950's, which suggests that events in 
the social environment influenced all of the different cohorts | 

simultaneously, regardless of age. The four earliest cohorts are i 

cited because men born later would not have completed the ! 

initiation of smoking by the time of the 1950's campaigns. I 

Figures 6 and 7 present these data more clearly, showing I 

the percentage of former smokers in each of these four earliest 1 

cohorts of black and white men, plotted by calendar year. The | 

percentage of former smokers among white males in the 
earliest cohorts begins to rise in the 1950's. There appears to | 

be an effect of age, with the oldest cohorts having the highest , 

percentage of former smokers, but all of the cohorts show steep I 

rises ir. the proportion of former smokers during the 1950’s i 

and 1960's, which suggests that the major effect is related to 
calendar year rather than to age, I 
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The change in the percentage of former smokers that 
occurs with calendar year is quite different for black males 
than for white males. Among the white males, a sharp upturn 
in the prevalence of former smokers begins in die 1950’s and 
accelerates during the late 1960's. For black males, the preva¬ 
lence of former smokers remains almost zero until the late 
1960's. This difference between white and black males is even 
more evident when the fraction of smokers who have quit 
during each 5-year period (Figures 8 and 9) is plotted against 
the calendar year. Both black and white males show large 
changes in smoking prevalence during the period of counter- 
advertising on television (1967 to 1970), but only white males 
show a change In smoking behavior during the first wave of i 

public information on the risks of tobacco use (in the mid- [ 

1950’s), which relied much more heavily on print media. ! 

The question of racial differences in source or timing of in- I 

formation transfer can be explored through comparison of the 
5-year quit rates in the same birth cohorts of white women ' 

(Figure 10). The pattern in the white female cohorts is similar 
to that of black men rather than that of white men, with very 
little change in smoking behavior until 1965 to 1970. This 
suggests that the absence of an effect in black men correspond- ! 

ing to the early public information campaigns is not solely a ; 

racial phenomenon. The early studies of smoking-related I 

disease risk were conducted largely with white males (US i 

DHH5. 1982), so the absence of data on women and on black I 

men may have prevented these groups (tom relating the risk J 

information to themselves. On the other hand, the counter- 
advertising campaign of the late I960'5 used messages and 
themes that addressed a range of issues in addition to health 
risks (Warner, 1977). This broader range of messages may have 
reached women and black males unaffected by the earlier 
health messages and may have been responsible for the greater 
level of smoking cessation in all racial and gender groups. 

For ail of the racial and gender groups, the rates of cessa¬ 
tion plummeted when the antismoking spots were removed 
from television. This observation lends further support to the 
theory.that the intensive media campaign against smoking had 
a profound effect on smoking behavior (US DHHS, 1989; 

Warner, 1977). 

The provision of information to the smoker on the disease 
risks of smoking did not lead to successful cessation by the 
majority of smokers. The recognition that most smokers who 
wanted to quit were unable to do so on their own led to the 
development of programs that would produce change within 
smokers that would help them to break their addiction. The 
goals of these programs included providing smokers with the 
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figure 10 

Percentage of white female current smokers quitting over 
5-year intervals 
5 -Y«S Cassation Raw <%> 



tools to change their behavior, changing the behavioral condi¬ 
tioning surrounding smoking, and altering the coping strate¬ 
gies used by smokers (see Chapter 4). However, the common 
link in all of these approaches was the attempt to alter the indi¬ 
vidual so that he or she could make the desired change in 
behavior in spite of environmental influences that promote 
smoking. 

It was believed that the individual could be strengthened 
and retrained to eliminate dependence on cigarettes, and the 
multicomponent programs described in this volume have dem¬ 
onstrated that it is possible to produce long-term cessation in a 
large proportion of smokers willing to complete these pro¬ 
grams. The major problem with clinic-based cessation pro¬ 
grams has been the difficulty of convincing smokers to partici¬ 
pate. .An overwhelmingly large percentage of those who 
successfully quit smoking, and an even larger fraction of those 
who attempt to quit, do not use a clinic-based cessation pro¬ 
gram but try to quit on their own fFiore et al., 1990; US DHHS. 
1990b). 
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A companion problem has been program costs. One con¬ 
cept that emerges from evaluations of the various clinic pro¬ 
grams presented In Chapter 2 Is that the more intensive the 
program, the more likely It is to be successful. Programs with a 
greater number of sessions, professional rather than volunteer 
leaders, and more extensive followup and maintenance support 
show better results. As a result, the current state-of-the-art 
dinki-based cessation programs are expensive in time, energy, 
and dollars. The high costs for Individuals, for Insurance com¬ 
panies, and for health care providers are barriers to access. 

It is unlikely, however, that cost alone is the major reason 
why clinic-based cessation programs get little use, since other, 
more expensive prevention efforts (such as diagnosis and man¬ 
agement of essential hypertension) have enjoyed excellent 
results. It Is mote likely that the major limitation is the low 
demand for these programs by U.5. smokers. The long-term 
financial benefit for the individual and for society may out¬ 
weigh the short-term cost, but those short-term costi coupled 
with smokers' perceptions of little need for the programs, have 
markedly constrained the impact of dime-based cessation 
programs on the prevalence of smoking. 

Approaches to The limited Impact of clinic-based cessation programs, 

Infloeodng together with growing recognition of the importance of envi- 

The Environment ronmental factors in smoking behavior, led to the shift in 

tobacco control strategies described in Chapter 5. The associa¬ 
tion of shifts in global measures of U.5. tobacco use. such as per 
capita consumption, with changes in the environment, such as 
the shrinking social acceptability of smoking, has led to at¬ 
tempts to alter those environmental factors as a means of 
altering smoking behavior. 

Raising the cost of cigarettes as a public health strategy has 
been accomplished through increased excise taxon tobacco, 
and the manufacturers have also substantially increased the 
cost of cigarettes (Grise, 1991). As described in Chapter 5. 
increases in the excise tax have generally resulted In a substan¬ 
tial and immediate fall in cigarette consumption, but the effect 
dissipates with time (Tobacco Institute. 1990). The experience 
in California, which raised its excise tax on tobacco by 25 cents 
on January 1, 1989, is presented in Figure 11, wherein Califor¬ 
nia's per capita cigarette consumption is contrasted with that 
for the rest of the United States (California Department of 
Health Services, 1990). There was a rapid decline in per capita 
consumption coinciding with the California tax increase that 
was not present in the rest of the country. Analysis of those 
data suggests that there was a 5 percent decline in per capita 
cigarette consumption attributable to the increase in the tax 
t). Elder, personal communication) 
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Figure 12 

Smoking relapse rates, by gender and level of education 
(C al ifo rni a smokers, 1990) 



Surveyed 


One concern about using cost as a strategy to control 
tobacco use has been that the resulting decreases In tobacco 
consumption may be transitory; they may reflect large num¬ 
bers of smokers trying to quit around the time of the tax in¬ 
crease, then relapsing, with no long-term change in the preva¬ 
lence of smoking in the population. Evidence to support this 
concern is provided by a survey of California smokers con¬ 
ducted 18 months after the 1989 excise tax increase (California 
Department of Health Services, 1990). Figure 12 shows the 
status of all those who had been smoking 12 months prior to 
the survey. About one-half of those Californians who had been 
smoking 12 months prior to the survey made an attempt to 
quit, in contrast to approximately one-third of smokers In 
national surveys. However, the fraction of those who were 
smoking 12 months previously and who currently had been 
nonsmokers for 3 months or more is no larger In California 
than in the national surveys. This suggests that the tax may 
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have stimulated an increase in the number of cessation attempts 
but not increased the number of smokers able to quit success¬ 
fully. 

Because the majority of current smokers began smoking 
before the age when it is legal to buy cigarettes in most states, 
the access of minors to cigarettes is seen as an important pre¬ 
condition for the initiation of smoking behavior (US DHH5. 

1989) . The disparity between the consequences of cigarette use 
and the availability of cigarettes to minors through legitimate 
channels is greater than for any other dependence-producing 
substance in our society. More than 80 percent of children are 
able to purchase cigarettes over the counter, and minors essen¬ 
tially have no difficulty buying cigarettes from vending ma¬ 
chines (see Chapter 4). The fact that this country's single 
largest cause of death and disability is sold to children through 
unattended vending machines has galvanized legislators in an 
increasing number of jurisdictions to restrict or ban the sale of 
cigarettes through vending mach ines (Tobacco-Free America. 

1990) , and it has promoted efforts to educate merchants and 
enforce the law prohibiting sales to minors (US DHHS, 1990c). 

The social acceptability of cigarette smoking has been 
declining since at least the early 1970’s (US DHHS. 1989). This 
decline is based on concerns about the disease risks of exposure 
to environmental tobacco smoke as well as irritation and an¬ 
noyance produced by exposure to others' tobacco smoke. By 
early 1971, the probability that environmental tobacco smoke 
exposure could cause a substantial disease risk had been dearly 
annunciated by then U.S. Surgeon General, Jesse L. Steinfeld, 
M.D. (Steinfeld, 1972). The body of scientific data on this topic 
that developed subsequently and the national reviews of those 
data (US DHEW, 1972, 1975, and 1979; US DHHS 1982 and 
1985; National Research Council. 1986; U.S. Environmental 
Protection Agency, in press) have led to increasing restrictions 
on where smoking is allowed (Pertschuk and Shopland. 1989). 
Regulations that established separate seating areas in airplanes 
and restaurants and banned smoking in public places put 
smokers on notice that their behavior annoyed a substantial 
number of nonsmokers, and the new rules empowered those 
nonsmokers to express that annoyance. The outcome was a 
Slow but steady erosion of the rewards of smoking and a 
change in the smoker's self-image. A large part of the smoker's 
dependence on the cigarette is conditioned by the personal 
psychological and sociological utility of smoking. Removing 
this utility undercuts the foundation of tobacco addiction. 

A more recent outgrowth of the increasing concern about 
the risks associated with exposure to environmental tobacco 
smoke has been absolute bans on smoking at worksites, on 
airlines, and in other locations (Shopland et al.. 1990) (see 


Chapter 5). These bans reinforce the social unacceptabillty of 
smoking by incorporating it into the norms for workplace 
behavior, and they keep the smoker from smoking on the job. 
Eliminating smoking at work may prevent young smokers bom 
learning to use the cigarette to deal with workplace stress and 
may give older smokers experience In coping with life stresses 
without cigarettes, thereby improving their chances foe success 
when they try to quit smoking. In addition, a smoker who has 
quit may be less likely to relapse in a work environment where 
smoking is not permitted. 

The specific relationship of advertising and promotion to 
smoking initiation and tobacco use is not dear, but fit Is dear 
that tobacco advertising presents images of smoking and smok¬ 
ers that are attractive to adolescents (Fischer et al., 1989). A 
concern is that the advertising images are most attractive to 
those adolescents with the least objective verification of their 
self-worth from their own social environment This effect may 
explain the differences in smoking behavior between adoles¬ 
cents in school and adolescents who have dropped out (Pldeet 
al., 1988). The potential effect of advertising on the most vul¬ 
nerable segments of society has led to efforts to restrict tobacco 
advertising and promotion at both national and local levels. 

COMPREHENSIVE As the focus of control strategies expanded beyond the in- 

CONTROL dividual to include the environmental factors described above, 

STRATEGIES our understanding of smoking initiation and cessation also ex¬ 

panded. Researchers and health educators came to recognize 
that both smoking initiation and smoking cessation are dy¬ 
namic, multistage processes, rather than linear, dichotomous 
events (Prochaska and DiClemente, 1986). It was also under¬ 
stood that smoking could be attacked at multiple stages in 
these processes and that different strategies could affect differ¬ 
ent stages with potentially synergistic outcomes. Programs 
that alter environmental Influences, such as media campaigns, 
have proven much more effective when they are supported by 
resources to help individual smokers in their cessation efforts 
(see Chapter 5 j. 

The current state of the art in controlling tobacco use 
combines multiple environmental changes with multiple pro¬ 
grams directed to individuals in different stages of the initia¬ 
tion and cessation processes. It recognizes that no single 
approach is best for all smokers and that different smokers are 
most attracted to and most affected by different programs. 
Perhaps more importantly, it recognizes that no single channel 
reaches all smokers and that no single time is best for all 
smokers to make an attempt to quit. Comprehensis-e strategies 
are characterized by fhe delivery of persistent and inescapable 
messages to quit, or to not start, smoking, coupled with con¬ 
tinuously available support for individual cessation efforts 
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Figure 13 

Processes of smoking initiation and cessation 



provided through multiple channels, and reinforced by envi¬ 
ronmental incentives for nonsmokers. 

One formulation of the processes involved in cigarette 
initiation and cessation is presented in Figure 13. Exploration 
and initiation of regular cigarette use is largely confined to 
adolescents, with the transition from regular use to depend¬ 
ence during late adolescence and early adulthood. Experimen¬ 
tation with cigarettes and initial use is heavily influenced by 
issues that are active during adolescent development, whereas 
dependent use of cigarettes develops when smokers incorporate 
the personal psychological and sociological utility of smoking 
into the methods by which they function in and cope with the 
adult world. Many adolescents experiment with tobacco use 
but never become regular smokers, and some adolescent 
regular smokers stop before they become dependent on ciga¬ 
rette use. 

The process of quitting smoking is often a cyclical one, 
with the smoker making many attempts to stop before finally 


Figure 14 

Forces that influence adolescent p rogression into adolt 
smoking 



gaining success. About one-third of current smokers attempt to 
quit each year, but 90 percent or more of those attempts fall 
(Pierce and Hatziandreu, 1989). Clearly, those who have un¬ 
successfully tried to quit need to be motivated to try again. A 
useful conceptualization of the cessation process is one in 
which smokers cycle through the stages of cessation, and each 
time smokers go through the cycle, a few more succeed in their 
efforts to quit. One goal of control strategies, then, is moving 
smokers from one stage of the cessation cycle to another, 
rather than using long-term cessation as the only goal and 
outcome measure of a program. 

Affecting the The development of tobacco dependence is not sudden. 

Initiation Process and the process of initiating tobacco use Is a gradual one that 
probably begins early in adolescence or preadolescence. As 
outlined in Figure 1A the first step in the process is thinking 
about smoking cigarettes, and as children move into their teen 
years, a substantial fraction change from believing that they 
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will never me cigarettes to considering experimentation with 
smoking- The omnipresent images from tobacco advertising of 
the smoker as a confident, attractive, and secure individual 
(Tye. 1985), as well as examples of adult and older sibling 
smokers, are powerful inducements for children to perceive 
smoking as an entry into adulthood. Counteradvertising that 
creates a negative image of the smoker—for example, the 
smoker as inadequate and less mature—can be used in an effort 
to offset these influences. 

The transition from thinking about smoking to having the 
first cigarette may not lead irreversibly to adult smoking, but 
clearly it is an important milestone in that passage. The wide¬ 
spread availability of cigarettes to teenagers and, particularly, 
the promotional distribution of free cigarettes, many of which 
are given to teens either directly or indirectly, clearly facilitate 
the teenager's experimentation with smoking. In contrast, 
programs that immunize teens through assertiveness training 
and modeling of refusal responses can be used to block this 
stage of initiation (Glynn. 1989). 

The change from occasional experimentation with ciga¬ 
rettes to regular cigarette use is critical, because with regular use 
the adolescent develops a body of experience in which smok¬ 
ing is psychologically and sociologically useful. Clearly, the 
ability to purchase cigarettes easily, the social rewards, and peer 
acceptance of the teen's smoking behavior are critical to the 
development of regular use. However, the images created by 
tobacco advertising may also play an important role- The 
advertising images of the smoker as a confident, physically and 
sexually attractive, successful, and secure adult may resonate 
strongly in the adolescent who desperately wants to adopt and 
protect those images. The ability to superimpose the advertis¬ 
ing image on his or her own inadequate self-image makes the 
adolescent feel better, at least temporarily, and teenagers thus 
begin to develop a body of experience with the use of the ciga¬ 
rette to adjust their internal mood. Those adolescents without 
external validation of their self-worth have the greatest need to 
adjust their self-image and thus may be more likely to use 
cigarettes to do so. 

School-based health education programs and programs 
that raise adolescents' self-esteem, as well as efforts to restrict 
advertising and promotional activities, are aimed at altering 
the transition to regular smoking (Glynn, 1989). Raising the 
cost of cigarettes, because adolescents have limited disposable 
income, and increasing the social unacceptability of smoking, 
even among teens, are further barriers to the transition. 

Progressing from regular use to dependent use requires that 
the utility of tobacco use persist after the pervasive anxieties of 


adolescence dissipate. For utility of the cigarette to continue, 
cigarette smoking has to be allowed in those situations when 
the smoker wants to use the cigarette. For smokers to learn to 
use cigarettes to handle stress at work, they must be allowed to 
smoke at the time when those stresses occur. If smoking Is 
banned In the worksite, not only do smokers learn to not use . 
the cigarette to cope with those stresses, but also they are obli¬ 
gated to develop alternative mechanisms to handle stress, and 
those mechanisms may be substituted for smoking In other 
settings as well. 

The socialization of an adolescent into the workforce may 
I Include powerful social reinforcement for smoking behavior, 

particularly in the military environment. Older role models 
I and social norms that promote smoking can Increase the utility 

i of smoking for the young smoker and facilitate the transition 

{ to dependency. Conversely, the elimination of smoking from 

i the worksite and the development of workplace norms that dis¬ 

courage smoking may weaken the dependence on tobacco and 
increase the development of other coping skills. 

Affecting the The majority of smokers want to quit, and this desire cul- 

Cesntlon Process minates in attempts to quit by approximately one-third of 

smokers each year (Pierce and Hatziandreu. 1989). The cyclical 
. pattern of not thinking about quitting (precontemplation), 

j thinking about quitting (contemplation), and attempting to 

quit—with success or failure—generates a new set of nonsmok- 
: ers each time a group of smokers passes through the cycle (Pro- 

I chaska and DiClemente, 1986). One formulation of the proc¬ 

ess of cessation, and the points at which specific smoking 
control interventions can influence the stages of cessation, is 
presented in Figure 15. The diagram is a simplification of the 
effects of smoking control efforts, but It gives an overview of 
the possible interactions in a comprehensive control program. 

Many environmental influences and programs for control¬ 
ling tobacco use arc Intended to influence smokers at different 
points in this cycle. Public information campaigns that present 
the risks associated with smoking are intended to move smok¬ 
ers from the precontemplation to the contemplation stage, as is 
personalizing of the risk of smoking through physicians' warn¬ 
ings. However, there are other reasons why smokers think 
about quitting, including concerns about addiction to ciga¬ 
rettes and interest in being a good example. Recently the 
negative image of the smoker and the social unacceptability of 
smoking have also provided strong reasons why smokers think 
about quitting. Individual programs to control tobacco use can 
aim and have been aimed at altering the frequency and inten¬ 
sity with which these motivational issues are presented to the 
smoker. 
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Figure 15 

Process of cessation 



The move from thinking about quitting to making an 
attempt to quit is often triggered by a variety of environmental 
stimuli. The data from California presented above suggest that 
an increase in the cost of cigarettes can be a powerful trigger 
for cessation attempts. 

A physician's or dentist's advice to quit smoking, particu¬ 
larly when it is related to an acute illness, also is a powerful 
trigger for cessation, with up to half of the patients who are 
advised to quit making a cessation effort (US DHHS, in press). 
Media campaigns, especially when coupled with cessation 
events such as the Great American Smokeout. also can trigger 
cessation attempts by large numbers of smokers (Gunby, 1984). 
Changes in workplace rules to restrict smoking on the job have 
been associated with attempts to quit by a substantial number 
of workers. 


Triggering cessation efforts, whether or not they succeed, is 
an important strategy because each round of cessation activity 
results in a few more nonsmokers. The large proportion of 
smokers who attempt to quit each year is a t est a ment to the 
success erf those components of the control effort that are 
designed to move smokers from precontemplation to contem¬ 
plation and from contemplation to action. The major gap In 
current control efforts Is in converting cessation attempts Into 
long-term successes. 

Self-help programs, telephone hotlines, and nicotine gum 
are all useful enhancers of short-term success in smoking 
cessation, and clinic-based programs have a substantial benefit 
for long-term cessation for those who can be recruited to par¬ 
ticipate (Schwartz, 1987). However, the major banters to long¬ 
term success remain difficult to alter and, with the exception of 
addiction, are largely In the smoker's environment They 
include social norms and workplace rules that promote smok¬ 
ing and facilitate relapse, the continued smoking behavior of 
peers and family members, and unusual episodes of stress that 
lead the smoker to fall back on old coping strategies, including 
smoking. Long-term success remains the most elusive compo¬ 
nent of a comprehensive strategy to control tobacco use; how¬ 
ever, the prospect of continued changes in sodal norms and 
tighter restrictions on where smokers can smoke offers hope 
that even this component may show improvement in the 
future. 
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Chapter 2 

Evolution of Smoking Control 
Strategies 


INTRODUCTION 


INFORMATION 
AND EDUCATION 
CAMPAIGNS 


Evidence linking cigarette smoking with canter began to 
accumulate in the 1930's and rapidly increased in the late 
1940's and early 1950's. Four retrospective studies of the smok¬ 
ing habits of lung cancer patients and controls Were published 
In 1950 (Doll and Hill, Levin et al„ Schrek et a!., Wynder and 
Graham), and each noted a consistent, statistically significant 
association betwee n smoking and cancer of the lung. 

Between 1954 and 1956, Hammond and Horn repot te d the 
findings of their large-scale prospective study of 187,783 U.S. 
males that showed significantly higher overall death rates for 
smokers than for nonsmokers. In the same years, a pro sp ective 
mortality study of 40.000 British physicians provided Inde¬ 
pendent demonstration of the relationship between cigarette 
smoking and disease (DoU and HU1,1954 and 1958). The 
strength and consistency of these results, combined with 
evidence from laboratory and autopsy studies, led a national 
scientific study group to conclude that there was a causal 
relationship between smoking and lung cancer (Study Group 
on Smoking and Health, 1957). 

In the following sections, this chapter describes how 
strategies for reducing the prevalence of smoking in the United 
States have evolved from the simplest approaches to informa¬ 
tion dissemination, through clinics and self-help techniques, to 
contemporary, comprehensive approaches to smoking con¬ 
trol—employing multiple strategies drawn from every relevant 
sector of our environment. The discussion is organized under 
topic headings, as follows: 

• information and Education Campaigns 

• Cessation Program Strategies 

• Prevention Strategies 

• A Comprehensive Approach to Smoking Control 

• Conclusions. 

In the early 1950's, a few popular publications transmitted 
the new scientific findings about smoking to the lay public. 
There were several reports in Reader's Digest (lieb, 1953; Miller 
and Monahan, 1954; Norr, 19S2; Riis, 1950) and in Consumer 
Reports (1953, 1954. and 1955) that informed the public of the 
health hazards of smoking. By the mid-1960's. information 
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and education campaigns—both private-sector and Govern¬ 
ment-funded—became more intensive. 

Recognition of the health hazards of smoking led to orga¬ 
nized efforts to Inform smokers about the risks of tobacco use, 
with the expectation that large numbers of smokers would be 
convinced of the need to quit (Flay, 1987a). Media-based 
messages and educational campaigns were the earliest smoking 
control activities. 

The 1964 Surgeon General's Report on Smoking and 
Health accelerated the Government and the voluntary health 
organizations' efforts to educate and inform the public about 
the hazards of smoking (US DHEW. 1964). The attention gen¬ 
erated by the legislative requirement for an annual Surgeon 
General's Report, and the media coverage surrounding its 
release, became one of the primary ways that the Federal 
Government informed the public about the health conse¬ 
quences of tobacco use. Since 1966, the Government has re¬ 
quired a health warning on all cigarette advertising and on 
every package of cigarettes sold in the United States. 

The National Clearinghouse for Smoking and Health and 
national voluntary health organizations were also among the 
early sponsors of newspaper advertisements against smoking 
and of antismoking campaigns on television and radio. The 
American Cancer Society, the American Lung Association, and 
the American Heart Association used mass distributions of 
pamphlets, posters, and films to detail the risks of tobacco use. 
The voluntary health agencies also developed antismoking 
public service announcements. 

Interagency councils on smoking and health and Federal, 
state, and local health departments participated in the antt¬ 
smoking campaign. Educational materials and programs were 
introduced in local communities, schools, hospitals, and busi¬ 
nesses. Medical, dental, and public health groups joined in the 
campaign to curtail smoking. As a result of (he educational 
campaigns precipitated bv the accumulation of scientific 
evidence, temporary declines in total per capita consumption 
of cigarettes occurred during 1953 to 1954. 1964, and 1968 to 
1970. These declines coincided with periods of increased 
publicity about the health hazards of cigarette smoking (US 
DHEW, 1979). 


The tobacco industry responded to these public informa¬ 
tion campaigns by denying that cigarette smoking caused 
disease, and industry spokespeopte used the media to dispute 
the link between smoking and disease. In addition, they 
adopted a strategy that included attacking weaknesses in 
individual scientific studies—as a method of discrediting the ‘ 
large and growing body at information that was establishing 
the risks of smoking—and confusing smokers about the level of 
scientific certainty about the causal relationship and the im¬ 
portance of quitting. 

At the same time, cigarette manufacturers were developing 
and marketing new filter cigarettes to ease (and tike marketing 
advantage of) smokers' growing health concerns. Filters were 
advertised as a technological Improvement to remove the 
harmful elements of smoke (US DHHS, 1989). In 1952, when 
reports linking cigarettes to lung cancer first appeared, 1 per¬ 
cent of all cigarettes were filter-tipped (US DHHS, 1989). By 
1954, the percentage of filtered cigarettes had increased to 
9 percent. The filter-tip market share rose by at least 9 percent¬ 
age points during each of the next 3 yean, reaching 38 percent 
by 1957. By the time the 1964 Surgeon General's Report was 
published, the market share of filter cigarettes had reached 
61 percent. 

During the 1970's, the industry adopted a second market¬ 
ing strategy in response to the increasing awareness and 
concerns of smokers. The advertising campaigns of this period 
encouraged smokers to switch to iow-tar and low-nicotine 
cigarettes. Smokers' acceptance of low-tar and low-nicotine 
cigarettes accelerated rapidly. 

At least 3 million people succeeded in quitting smoking in 
1954 (Horn. 1978). In subsequent years, between I million 
and 3 million people gave up smoking each year (Horn, 1978); 
however, many more smokers tried to quit but did not succeed. 
Many smokers were dismayed to discover that long-term 
success was elusive. 

Increasing awareness of the problems created by tobacco 
use, qnd the difficulties associated with achieving and main¬ 
taining cessation, led to the gradual adoption of more compre¬ 
hensive and intensive approaches to the reduction of tobacco 
use. 


The statutory ban on broadcast cigarette advertisements CESSATION Smoking cessation clinics were developed to address the 

virtually eliminated antismoking messages, as well, from prime PROGRAM difficulties smokers had in quitting on their own. Early clinics 

viewing hours after 1971. Some studies (Schneider et aJ., 1981; STRATEGIES combined medication with educational lectures, pamphlets. 

Warner. 1977) attribute the subsequent increase in cigarette and physician counseling over a (0-day course. During the 

consumption in 1972 and 1973 to the discontinuation of the 1960’s, more than 100 smoking cessation programs were 

antismoking commercials. ‘ reported in the United States, Canada, 11 European countries. 
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and Australia (Schwartz, 1969). During the 1970's, about 300 
cessation methods were reported in the literature (Pechacek. 
1979; Schwartz, 1977 and 1987). 

A listing of cessation programs reported over the past four 
decades reveals a change in the emphasis of cessation methods 
(Schwartz, 1987). In the late 1950's, methods were primarily 
educational or medication-based (Schwartz, 1969). The leading 
programs in the 1960's and 1970's were 5-day plans, group dis¬ 
cussion, and conditioning-based procedures such as rapid 
smoking and satiation (Schwartz and Rider, 1978). Other 
popular treatments in the 1970's were seif-help in the form of 
"how-to-qutt" manuals, books, filters, and over-the-counter 
drug products; group therapy; professional counseling; hypno¬ 
sis; and cognitive-based, self-management approaches. The ap¬ 
proaches that were emphasized in the 1980's (Schwartz. 1987) 
indude self-help, multiple-component programs, hypnosis, 
acupuncture, physician advice and counseling nicotine chew¬ 
ing gum, skills training and relapse prevention, and mass 
media and community programs. 

Most of the early smoking cessation clinic approaches 
focused on changing smokers to enable them to alter their 
behavior and to resist environmental influences to smoke. The 
limited success of these early approaches, in terms of both 
smoker recruitment and long-term cessation, has led to a 
greater appreciation of the role of environmental influences on 
smoidng behavior. A major emphasis of efforts to control 
tobacco use has been on altering the smoker's environment in 
ways that will promote cessation and facilitate long-term absti¬ 
nence. Cessation clinic approaches are one component of the 
current comprehensive approach to smoking control, and they 
have incorporated awareness and manipulation of environ¬ 
mental factors in their program content. 

Withdrawal Following the lead of clinic programs in Europe, the 

Clinics National Interagency Council on Smoking and Health assisted 

local interagency councils in the development of smoking 
cessation activities. The National Council sponsored a series of 
, workshops on smoking cessation and, with the American 

Cancer Society, initiated the First World Conference on Smok¬ 
ing and Health in 1967. The U.S. National Clearinghouse for 
Smoking and Health sponsored community antismoking 
campaigns in San Diego, California, and Syracuse. New York. 

Local units of the cancer, lung, and heart associations also 
initiated clinic programs. The American Cancer Society devel¬ 
oped a manual for withdrawal clinics based on a work confer¬ 
ence attended by scientists who had experience with cessation 
methods. The 5eventh-Dav Adventist Church offered a highly 
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structured. Intensive 5-day plan In many localities. Commu¬ 
nity health agencies, pubHc health de pa rt m e n ts, hospitals, 
sanitariums, and group health plans also conducted cessation 
programs (Schwartz and Rider, 1978). The evolution of smok¬ 
ing cessation theories and progr am s through a variety of 
provider types is discussed below. 

Health Voluntaries' Clinic methods generally employed either an educational 

Efforts approach or a support-group format. The American Carreer 

Society 'Helping Smokers Quir* dirties were an educational 
approach that was standardized throughout the United States 
1 via use of selected guides, printed materials, and trigger films 

I presented by extensively trained volunteers (Schwartz and 

Rider, 1978). Groups met for eight 2-hour sessions, generally 
twice a week. Interaction of group members facilitated per¬ 
sonal growth and helped to r e inf orc e abstinence from smoking. 
The clinic had three phases: self-appraisal and insight develop¬ 
ment, practicing abstinence under controlled conditions, and 
maintaining abstinence. Volunteer cilnlc leaders were re¬ 
cruited from graduates who had quit smoking. American 
Cancer Society clinics spread to the organization'} 58 divisions 
^ and 3,100 local units. 

( In the 1980's, the cancer society revised its clinic program. 

The revamped program, FreshStart, consists of four 1-hour, 
small-group sessions designed to help participants understand 
why people smoke, handle withdrawal symptoms, practice 
i stress management, and assimilate tips to help them refrain 

i from smoking. 

Local units of the American Lung Association sponsored a 
variety of cessation clinics- The American Lung Association 
provided clinic guidelines to local units, but individual chap¬ 
ters designed their own programs. In the 1980's, the lung 
association produced excellent quitting and maintenance 
manuals that emphasized self-help. The lung association also 
developed a clinic program based on education and principles 
of behavior modification. The clinic used the Freedom from 
Smoking manuals in a seven-session format, a method that 
offered a systematic approach for reducing the stress of quit¬ 
ting. i The American Lung Association initiated a national 
program to train staff members to run clinics, manage pub¬ 
licity, and recruit clinic leaden. The promotion's emphasis was 
to interest major corporations in sponsoring programs that 
used the self-help and clinic modes 

Many schools offered smoking prevention programs and 
cessation classes for high school students and adults; colleges 
and universities also provided quit courses (Schwartz and Rider, 
1978). Hospitals, health departments, and physicians spon¬ 
sored educational sessions for smoking cessation, generally 
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consisting of lectures, films, literature, instructions on how to 
quit, diet information, and responses to questions. The 
Smoker's Self-Testing Kit (US DHEW, 1969) was used often, and 
each person was paired with a "buddy.'' 

In 1960, the Seventh-Day Adventist Church launched the 
Five-Day Plan To Quit Smoking (McFarland et al., 1964), which 
consisted of five consecutive sessions of 90 to 120 minutes 
each. There were no followup sessions in the first several years 
of the program, but maintenance meetings were added later. 
Groups varied in size from IS people to several hundred. 

Usually, at the first session, a film showing surgery on a 
cancerous lung was presented. Immediate smoking cessation 
was prescribed, and participants were temporarily prohibited 
from drinking coffee, tea. cola, and alcohol. Physical fitness, 
exercise, balanced diets, increased fluid intake, warm baths, hot 
and cold showers, body rubs, deep breathing, and a "buddy 
system" were encouraged to offset the potential difficulties of- 
withdiawal from nicotine. The physiological effects of smok¬ 
ing were discussed in these sessions, and lung specimens were 
displayed. Clergymen, psychologists, or physicians presented 
spiritual, mental, or medical lectures and conducted counsel¬ 
ing. 

The Five-Day Plan was copied widely, in modified form, by 
professionals and laypersons. The main aspects that other 
programs copied were the S-dav format and the buddy system. 

Proprietary groups began offering cessation programs in 
the late 1960's (Schwartz and Rider, 1978; Schwartz, 1987). 
Smoke Watchers, formed in 1968, offered slow withdrawal and 
weekly goals. Smokers attended open group meetings, with 
new members joining and graduates and dropouts leaving the 
group. 

SmokEnden, started in 1969, ran chapters directly and 
granted some franchises. SmokEnders did not build centers; 
instead, community facilities were used (e.g., churches, 
schools, and hotels). In terms of acceptance and marketing, 
SmokEnders has been the most successful commercial stop¬ 
smoking program. SmokEnders is a highly structured, system¬ 
atic technique that emphasizes positive reinforcement and 
changing attitudes. The original format consisted of eight 
weekly meetings with a "cut-off day" after the fifth meeting 
(Schwartz, 1987). The last three meetings were intended as re¬ 
inforcement, and all moderators were graduates of the pro¬ 
gram. The course was subsequently reduced to 6 weeks, with 
the quit day after the fourth session. 

Schick Centers for the Control of Smoking started in 1971. 
The company operated all centers and invested in building 
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facilities and television promotion. When the public dkt not 
respond. Schick dosed its Eastern U S. units and c on cen tr ated 
in five states. The Schick method consists of 5 days of aveisive 
conditioning (low-grade shocks and smoke satiation), followed 
by 6 weeks of predominately educational group meetings 
(Schwartz, 1987), 

Two other national commercial organizations with similar 
programs were formed in the 1980's. Smok e less and Smoke 
Stoppers license their treatment programs mainly to hospitals 
and businesses. These organizations conduct training and 
provide materials to licensees. The Smokeless and Smoke 
Stoppers systems are educational, intensive, and highly struc¬ 
tured. Attractive pamphlets guide the smoker through the 
program, with methods that include stress management, 
positive rewards and reinforcements, food management, and 
negative smoking practices. Four classes designed to enable 
smokers to quit are held the first week, followed by 2 or 
3 weeks of maintenance sessions. t 

A review of the 1967 through 1977 telephone yellow pages 
from more than 200 U.S. cities revealed that commercial stop- 
smoking programs were available in most major cities and 
many smaller communities (Schwartz and Rider, 1978). A simi¬ 
lar review of the 47 largest U.S. cities for the yean 1984 and 
1985 showed an increase in such listings from 112 to 385 
(Schwartz, 1987). What was striking about the differences 
between these two periods was that commercial programs, 
which made up about one-half of the listings in the fint 
survey, accounted for only one-fifth in the later survey. 
Hypnosis programs made up 17 percent of the listings in the 
earlier survey but almost one-third in the second survey. The 
proportion of physidan and acupuncture listings also increased 
in the second survey. 

Chemical agents have been offered as smoking deterrents 
since before 1900. Early deterrents consisted of herbs, spices, 
and mouthwashes that produced a disagreeable taste for the 
smoker (Schwartz, 1969). Other products aimed at diminishing 
the sensory drives or creating a dry mouth (US DHEW, 1964). 

In 19g2. a Food and Drug Administration panel concluded that 
drug products such as chewing gum. mouth sprays, and tablets 
containing silver acetate were not effective as aids to smoking 
cessation iFood and Drug Administration, 1982). 

A variety of drug types, including anticholinergics, seda¬ 
tives. tranquilizers, sympathomimetics, and anticonvulsants, 
have been used to reduce the psychological and physiological 
symptoms of withdrawal. Prior to the introduction of nicotine 
che«mg gum. Jarvik and Gritz (1977) reviewed the literature 
and concluded that drug therapy was not particularly useful in 
curing the smoking habit. 

41 


http://legacy.library.ucsf.edu/tid/njq07a00/pd6ource: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 




Nicotine Gum 


Other Drug 
Treatments 


Bebftvior 

Modification 

42 


National Cancer Institute 


Smoking and Tobacco Central Monograph No. 1 


51604 5890 


Nicotine poiacrliex (Ntcorette) is a prescription drug In the 
form of chewing gum that contains 2 mg of nicotine bound by 
an ion exchange resin that allows for a slow release of nicotine 
when chewed. Patients are advised to use the gum for at least 
3 months. However, some smokers need to use the gum for 
6 months or more to alleviate their urge to smoke. 

In 1984, Lakeside Pharmaceuticals, a division of MeTrell 
Dow, undertook a massive promotional campaign after the 
Food and Drug Administration approved its nicotine gum. The 
result of this campaign was that nicotine poiacrilex became 
one of the fastest selling prescriptions ever introduced. Sales 
were 542 million in 1984 and grew to 560 million in 1987 (US 
DHHS. 1989). 

The availability of nicotine gum has encouraged physi¬ 
cians and dentists to advise their patients to quit smoking 
because now these providers have some assistance to offer the 
patient who wants to quit There are indications, though, that 
most physicians do not provide proper instructions on the use 
of the gum. Schneider et al. (1984) and Sachs (1986) have 
cautioned that the patient must understand the limitations of 
the prescription and be instructed carefully on its use. Practi¬ 
tioners who have experience in the use of nicotine gum, and 
who provide instructions and additional advice and counsel¬ 
ing, have achieved good results (Fagerstrom. 1982: Hall et al., 
1987; Klllen et al.. 1984; US DHHS, 1988). In the absence of 
counseling or thetapy. success rates are low (Schwartz, 1987; 

US DHHS, 1988). 

More recent approaches to drug therapy include citric add 
spray, nasal nicotine solution (Jervis, 1986), nicotine vapor 
(Russell et ai„ 1987), nicotine-containing skin patches (Rose et 
al., 198S), and cionidlne. a drug used to treat hypertension. 
Qonidlne has been found to reduce the urge to smoke, and re¬ 
searchers have speculated that it may relieve nicotine with¬ 
drawal symptoms (Glassman et ai., 1988). A donidine 
transdermal patch is currently being tested as an aid to smok¬ 
ing cessation (US DHHS, 1989). 

Mecamytamine has been suggested as an antagonist to 
block the nicotine-mediated reinfordng consequences of 
cigarette smoking (Henningfield et al., 1982; Pomerieau et al., 
1987). Mecamytamine is not meant as a cessation aid; rather, 
it Is used to maintain abstinence. In one clinical trial, how¬ 
ever. heavy smokers were treated with mecamytamine and 
showed short-term positive cessation effects (Tennant et al., 
1984). 

Behavior modification entails two divergent approaches to 
behavior change. One approach uses punishment and the 
other uses positive reinforcement—including self-management 


Aversive 

Procedures 


procedures. For a detailed ove rv iew of behavioral methods, the 
reader Is referred to reviews by Best and Bloch (1979), Glasgow 
(1986), Hall and Hall (198S), Lando (1981). Lichtenstein and 
Brown (1983). Pechacek (1979), Pechacek and McAlister (1980), 
Schwartz (1969 and 1987). and Schwartz and Rider (1978). 

Aversion therapy for smoking developed In the 1960's and 
included electric shock, dese mitlz atton training, breath- 
bolding, overexposure to stale smoke, and covert sensitization. 
The use of electric shock as a punishing stimulus to eliminate 
smoking behavior has bad limited success. The most promis¬ 
ing techniques use some form of smoke aversion. 

Satiation. Wilde (1964) atte m pt e d to induce a dislike for 
the taste of cigarettes by combining satiation with aversive, 
avoidance, and instrumental conditioning. This procedure 
showed only limited success. Subjects were required to In¬ 
crease the number of cigarettes they smoked and the rate at 
which they smoked. Early reports by Resnick (1968) claimed 
positive results for satiation, but other investigators were not 
able to replicate that success. Satiation has generally been 
combined with other procedures. Lando (1977) and Best etal. 
(1978) designed successful multicomponent programs that 
included satiation. 

Rapid smoking. Lublin and Joslyn (1968) combined hot. 
smoky air with rapid smoking and reported fair results. Their 
study was criticized for invalid methodology, but it set off a 
series of experiments by Lichtenstein and his colleagues, which' 
subsequently produced impressive results for rapid smoking 
Their procedure required the subject to Inhale from a cigarette 
once every 6 seconds for the duration of the cigarette or until 
nausea developed. 

In the early trials. Lichtenstein's group used warm, smoky 
air along with rapid smoking but dropped the warm air when 
they found It did not contribute to effectiveness (Lichtenstein 
and Brown, 1983). There was some concern that rapid smok¬ 
ing created a risk to the cardiopulmonary system, but serious 
consequences have not been evident. Nevertheless, subjects 
should be screened and monitored closely during treatment. 
Rapid'smoking has continued to be a popular treatment for 
smoking, and multiple-component treatments that include 
rapid smoking have shown good long-term success (Hall et al., 
1984: Pechacek, 1979). 

Covert sensitization. The objective of covert sensitization is 
to produce avoidance behavior through use of the subject’s 
imagination. Both the behavior to be modified and the nox¬ 
ious stimulus are imagined. This procedure showed promise in 
early case studies, but controlled trials failed to replicate the 
early success Pechacek, 1979; Schwartz, 1987). 
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Other smoke aversion procedures. Other smoke aversion 
methods include the use of smoky air, chain smoking, regular- 
paced aversive smoking, and smoke-holding. Regular-paced 
aversive smoking may be performed in a variety of ways. 
Generally, the procedure is done at home. Subjects smoke at 
their usual rate while focusing on the negative features of 
cigarettes, such as the irritation in the mouth and throat, 
coughing, and the accumulation of smoke. When regular- 
paced smoking is the only treatment, the procedure yields low- 
success rates, but when it is used with a treatment program, the 
quit rates are much improved (Schwartz. 1987). 

Smoke-holding consists of retaining the smoke In the 
mouth for 30 seconds or until feelings of discomfort reduce the 
desire to smoke. This appears to be a safe procedure, but there 
are not enough data for assessing its efficacy in smoking 
cessation. 

Strategies for quitting smoking though self-management 
encompass a variety of techniques, some of which are em¬ 
ployed with aversive methods. These techniques generally are 
initiated and directed by leaders or therapists. Predominant 
self-management methods ate those based on concepts of self- 
monitoring, nicotine fading, stimulus control, contingency 
contracting, systematic desensitization, and restncted environ¬ 
mental stimulation therapy. Self-management techniques also 
have been employed in multiple-component programs, dis¬ 
cussed below. 

Self-monitoring. Program requirements for self-monitoring 
have differed greatly—from having the participants count the 
number of cigarettes smoked in just 1 day to having them keep 
elaborate records for 1 or more weeks, noting the time, place, 
activity, and mood when smoking each cigarette and somehow 
rating or ranking the perceived need for each. McFall (1970) 
demonstrated that, when people begin paying close attention 
to their smoking behavior, it is likely to change even though 
no change may be intended or desired. Glasgow (1986) com¬ 
mented that self-monitoring can be useful, provided that 
monitoring assignments are not overly complex, are varied, 
and ant not continuously required throughout a lengthv 
program. 

Nicotine fading. Slowly reducing nicotine intake by chang¬ 
ing to brands with lower nicotine content (brand fading) or 
cutting down the number of cigarettes smoked (tapering) are 
ways of gradually withdrawing from nicotine. Smoke Watch¬ 
ers, the first national commercial program, based its method 
on gradual withdrawal and weekly goals assigned bv the group 
leader (Schwartz and Rider, 1978). Although Smoke Watchers 
had some success with tapering, the evidence for gradual 


reduction in numbers is not very positive. .As the number of 
cigarettes is reduced, each remaining cigarette can become 
mote reinforcing. However, with nicotine fading, individuals 
can continue to smoke the same number of cigarettes while re¬ 
ducing their nicotine intake. Some investigators have shown 
good results with brand fading. Several commercial filters are . 
marketed with the aim of progressively reducing the tar and 
nicotine content of a cigarette as a way of helping smokers to 
break the habit. 

Nicotine fading by changing brands was introduced by 
Foxx and Brown (1979), who advocated nicotine content 
reductions of 30, 60, and 90 percent over a 3-week period. 

Some investigators use a different schedule, and most include 
other procedures in the treatment. The many trials conducted 
in the 1980's attest to the level of interest in nicotine fading. 
Brown and Lichtenstein (1980) combined nicotine fading with 
relapse training, whereas Lando and McGovern (1985) used it 
with smoke-holding. . 

Stimulus control. In the mid-1960's a number of behavioral 
investigators used stimulus control techniques as a "treatment 
for smoking (Schwartz, 1969). Stimulus control is intended to 
eliminate undesirable behaviors by altering the situations in 
which the maladaptive response occurs. Either the situation 
can be altered or the individual's response to the situation can 
be altered. Generally, smoking is associated with a variety of 
specific environments and internal events, and these associa¬ 
tions trigger the smoking response. 

One strategy seeks to increase the stimulus Interval 
through use of a cueing device (e.g.. pocket timer or signal 
devicei. Once the new smoking cue is well estabiished. It is 
gradually faded out via increased time intervals. 

Another type of stimulus control is hierarchical reduction. 
Subjects are asked to monitor their smoking activity carefiilly 
and identify situations in which they ate more likely or less 
likely to be smoking. The subject then eliminates smoking in a 
cumulative and progressive fashion, from the easiest situation 
to the hardest. Limiting the circumstances in which smoking 
is alloWed is another strategy. The procedure permits smoking 
only in a deprived setting, one devoid of all possible distrac¬ 
tions and accompanying reinforcen. 

The reported studies do not provide evidence to support 
stimulus control as an effective cessation procedure (Schwartz. 
1987). Keeping a detailed account of the subject's feelings and 
activities related to smoking provides insight to the habit, 
which can assist thl smoker in quitting as long as the treat¬ 
ment also includes other features, such as counseling, mainte¬ 
nance, and relapse prevention. 
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Contingency contracting. The purpose of contingency con¬ 
tracting is to enhance the smoker’s motivation through com¬ 
mitment. Two forms of these contracts are monetary deposits 
and social contracts with peers. Early studies (Elliott and 
Tlghe. 1968; Wlnett. 1973) demonstrated that refunding 
portions of deposits to subjects for continued abstinence 
influenced long-term cessation. 

Signing formal contracts with subjects is one program 
aspect that achieved good success rates (Lando, 1977).' Subjects 
pledged to forfeit money for every cigarette smoked and agreed 
to undergo an aversive booster treatment after any smoking. 
Stitzer and Bigelow (1982) offered contingency payments to 
subjects who reduced their smoking and thereby reduced their 
carbon monoxide levels by SO percent. Including contingency 
contracting as one aspect of a multicomponent program may 
contribute to success, but it has limited application as a pri¬ 
mary treatment. 

Systematic desensitization and relaxation. Desen situation 
was intended to strengthen responses that are incompatible 
with smoking- It was hypothesized that smoking behavior is 
frequently cued by anxiety, and if the prior and proximal 
stimuli leading to smoking were desensitized, then smoking 
would diminish. Other investigators suggested that subjects 
could be conditioned to relax as an alternative to smoking. 

Still others believed that reducing the stress generated by 
quitting would help to create positive results. 

Many investigators have incorporated desensitization and 
relaxation training into their programs. However, controlled 
studies do not support desensitization as a treatment for smok¬ 
ing. Although relaxation seems to make sense as a helpful 
procedure, nicotine has primarily stimulating effects, and the 
smoker seeking stimulation may not find a satisfactory replace¬ 
ment in relaxation. 

Restricted environmental stimulation therapy. The form of 
therapy known as restricted environmental stimulation derives 
Us rationale from evidence that a period of sensory deprivation 
increases persuadability and responsiveness to external cues 
(Suedfeld and Best. 1977; Suedfeld. 1984). Although several 
investigators have demonstrated success with this method, the 
need to keep a subject in a soundproof chamber and provide a 
monitor has discouraged use of this procedure. 

The large number of smokers who attempt to quit each 
year, coupled with the reluctance of smokers to participate in 
cessation clinic promotions, has led to the production of a 
variety of aids to assist smokers in their self-directed efforts to 
quit smoking '.Schwartz and Rider, 1978: Schwartz, 19871. The 
earliest materials were stop-smoking books, quit kits, and 
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filters; later, audiotapes, correspondence courses, and smokeless 
cigarettes were marketed. Videocassettes and computer pro¬ 
grams have become available more recently (Schwartz, 1987). 

The Smoker's Self-Testing Kit was used by several million 
smokers (Horn, 1972; US DHEW, 1969). It helped smokers gain 
Insight about their habit by providing an understanding of 
how one feels about cigarettes, how one uses them, and the 
factors that Inhibit or enhance the effort to quit. 

Several dozen quit-smoking books and guides have been 
produced (Schwartz. 1987). In 1977, the .American Cancer 
Society developed the I Quit Kit, which consistediof portions of 
the Smoker's Self-Testing Kit, instructions for quitting, and tips 
on how to stay away from smoking. The Federal Office on 
Smoking and Health provided smoking cessation pamphlets, 
and NCI designed the Helping Smokers Quit Kit. which con¬ 
tained materials for the smoker and die physician. 

The American Lung Association produced two manuals for 
people who aim to quit on their own: Freedom From Smoking in 
20 Days, a 64-page cessation guide, and A Lifetime of Freedom 
From Smoking, a 28-page maintenance booklet. The cessation 
guide indudes part of the Smoker's Self-Testing Kit. identifies 
smoking triggers, and offers information about controlling 
weight, handling smoking situations, and performing deep 
breathing and relaxation exercises. The maintenance booklet 
supports ex-smokers after they quit. These are well-designed . 
manuals that have proven to be very popular (Lando et aL, 
1990). 

" How-to-quit-smoking" books have been written primarily 
by ex-smokers and psychologists. Glasgow et al. (1981) com¬ 
pared the cancer society's / Quit Kit to two behavioral self-help 
books, one by Pomerieau and Pomerieau i 1977) and the Other 
by Danaher and Lichtenstein (1978). Under self-help condi¬ 
tions. the American Cancer Society manual was rated best. 
Glasgow (1986) postulated that subjects using relatively com¬ 
plex self-administered behavioral programs would have great 
difficulty In following them. When a therapist led the treat- 
menf using the same materials, the behavioral books came out 
better than the cancer society's manual. 

An early aid to quitting, still marketed today, is a filter that 
reduces the nicotine level in cigarette smoke and permits the 
smoker to be weaned from the chemical addiction (Schwartz, 
1987). The device, marketed by Teledyne Water Pik. consists of 
four reusable filters that reduce the nicotine content of inhaled 
smoke progressively. The smoker is supposed to use each filter 
for 2 weeks. As with any cessation method that does not attack 
the psychological addiction to smoking, evaluations of filter 
use have shown little long-term success. 
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A new filter system is currently being marketed by Vlpont 
Pharmaceuticals; it consists of three nicotine-fading filters to be 
used over 21 days. To address psychological addiction, the 
system includes a deck of cards to help in overcoming depend¬ 
ence and provide coping tips to be used after quitting. 

Other self-help cessation aids include quitting by mail, 
taped telephone messages, cigarette holders and dispensers, 
videotapes, and several types of computer-based methods. 

Many clinic approaches combine several procedures in 
their methods. Almost all multiple treatments include self- 
control procedures (e.g., nicotine fading, abstinence training, 
relaxation, or stimulus control). Many multicomponent pro¬ 
grams include smoke aversion as a way of breaking the habit 
and self-control to maintain nonsmoking (Best et al., 1978; 
Lando, 1977). Some of the very best results have been 
achieved with multiple-component programs (Hall, 1980; 

Killen, 1984; Lando. 1977). 

Lando (1977) has used satiation, contractual management, 
and group support for his multicomponent program; and 
Pomerleau et ad. (1978) provided a multicomponent treatment 
consisting of stimulus control, covert conditioning, contin¬ 
gency management, relaxation, and use of pocket timers. 

Multicomponent programs have achieved the highest quit 
rates at 1-year followups (Schwartz, 1987). For example. Lando 
(1977) reported 76 percent success at 6 months after combin¬ 
ing satiation, contractual management, and group support; and 
Hall et al. (1984) achieved a 52 percent quit rate at 1 year by 
using rapid smoking and relapse prevention. On the other 
hand. Beaver et al. (1981) scored only 6 percent success at 
6 months with the combination of nicotine fading and anxietv 
management training, which suggests that not ail multicompo¬ 
nent programs are highly successful. 

Lichtenstein and Brown (1983) and Glasgow (1986) have 
cautioned that more is not always better. Too many proce¬ 
dures may confuse subjects and make it difficult to provide an 
integrated treatment. Multicomponent treatments remain 
attractive because they deal with the multiple factors involved 
in smoking, as well as the considerable differences among 
smokers (Lichtenstein and Brown. 1983). 

Once smokers have quit, there are myriad environmental, 
social, and psychological forces that act to influence them to 
return to smoking (Schwartz and Rider, 1978). During the first 
4 months after treatment, many successful quitters become 
recidivists, and during the next 8 months, other ex-smokers 
return to smoking. Some people return to smoking after a vear 
or more of abstinence (Schwartz. 1987). During the 1980's. 
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investigators studying relapse identified high-risk situations. 
Multicomponent programs included training in cognitive 
behavioral skills to help quitters develop strategies for identify¬ 
ing and coping with high-risk situations. 

Marlatt and Gordon (1980) found that the majority of 
relapse situations involved social pressure to smoke. They 
indicated that causes for relapse fell into three categories; 
social pressures, coping with negative emotional states, and 
coping with interpersonal conflict. They concluded that 
effective maintenance requires that the smoker be taught 
coping responses to relapse stimuli. 

Shiftman (1984) interviewed people who called a relapse 
counseling hotline and found that most of their relapse crises 
were associated with negative feelings (e.g.. anxiety, anger, 
depression). One-third of the crises however, were linked to 
positive emotional states and frequently Involved other smok¬ 
ers- Ex-smokers who used coping responses more often were 
able to refrain from smoking. 

Lichtenstein (1979) identified three maintenance strate¬ 
gies: social support, coping skills, and cognitive restructuring. 
Social su ppott fa based on the theory that a group of dose com¬ 
panions can provide support or influence to help the ex¬ 
smoker sustain the motivation to continue abstaining. Coping 
skills are required to help the new nonsmoker deal with with¬ 
drawal symptoms, desktop substitute responses that will 
replace smoking, and learn to recognize and modify cues to 
smoke (Lichtenstein, 1979). Cognitive restructuring involves 
changing attitudes and self-perceptions related to smoking. 

Support may come also from a support group or from the 
teaming of two or more dients as "buddies" to telephone each 
other and provide mutual support. Another support tactic is 
continued contact between the program and the client via tele¬ 
phone, letters, and personal meetings. Other support tech¬ 
niques include contingency contracting, bonuses, self-rewards, 
and positive feedback. 

Effective treatment procedures include cognitive recogni¬ 
tion and behavioral training in coping with abstinence viola¬ 
tion (defined as a slip by a quitter that leads to backsliding) and 
self-efficacy factors (Mariatt and Gordon. 1980). Investigators 
caution that effective maintenance calls for minimizing the 
impact of slips as a way of coping with abstinence violation. 

Coping strategies can be used both to prevent high-risk 
situations and to respond to them (US DHHS, 1988). Both 
knowledge and petformance of relapse prevention skills are 
needed to maintain change. Lichtenstein and Brown (1983) 
cite a number of studies that yielded favorable results from use 
of coping skills or self-management trsfinmg. 
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Schwartz (1987) found differences between some programs 
that offered self-management procedures and those that 
offered coping skills, relapse management training, or absti¬ 
nence training. For example, Hall et al. (1984) combined rapid 
smoking with a relapse prevention program that included both 
behavioral and cognitive components. The coping skills 
addressed withdrawal symptoms and situational factors related 
to relapse (skills training for high-risk situations). This pro¬ 
gram attempted to individualize techniques. Relaxation was 
presented as a means of coping with the anger and anxiety that 
often precipitate a relapse. Four relapse prevention sessions 
were devoted to skills training, and subjects role-played alter¬ 
nate responses to high-risk situations. 

Another example is the relapse prevention program 
devised by Brown and Lichtenstein (1980), which was based on 
strategies suggested by Mariatt and Gordon (1980). It consisted 
of five components; identification of high-risk situations,, 
coping rehearsal, avoidance of the abstinence violation effect, 
lifestyle balance, and self-rewards. 

Kilim et al. (1984) studied the effects of skills training and 
nicotine gum. as separate methods and combined, in promot¬ 
ing abstinence after smoking cessation. Therapists demon¬ 
strated how strategies for selected target situations might be 
implemented. Participants then rehearsed coping responses 
specific to personal high-risk situations in front of the group. 
Therapists and group members provided corrective feedback 
after each rehearsal. Positive results were obtained in both 
skills training treatments. 

Fortmann et al. (1988) studied self-directed relapse preven¬ 
tion in combination with nicotine potacrilex. Sixteen modules 
were written to provide self-instruction on avofdance of smok¬ 
ing in specific high-risk situations. All subjects perceived 
efficacy in coping with different high-risk situations. The study 
demonstrated that relapse prevention could be self-directed. 

Efforts To The recognition of the disease risks associated with to- 

Prevent bacco use led to efforts to educate nonsmokers and to prevent 

Initiation » adolescents and women from Initiating tobacco use. These 

efforts evolved from preexisting campaigns to prevent women 
and children from smoking, programs that were based on 
concerns about the effects of smoking on morals and behavior 
(Trover and Marlde. 1983). 

During the I950's and I960's, the major efforts directed at 
preventing initiation focused on adolescents. Unfortunately, 
little effort was directed at countering the advertising and pro- 
motional campaigns of the cigarette manufacturers that were 
directed to women, blacks, and Hispanics. The cigarette 
manufacturers' targeting may be largely responsible for the 
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current higher prevalence of cigarette smoking among young 
women than among young men, and the h igher prevalence of 
smoking among black males than among white males (see 
Chapter 3). 

The efforts directed at preventing adolescent initiation fell 
into two categories: school-based smoking prevention educa¬ 
tion and r e stri ctio n s on the ava i la b ility of cigarettes to adoles¬ 
cents. However, the perception that either or both of these 
approaches could eliminate use of tobacco by adolescents has 
Led to disappointment and to recognition of these efforts as Im¬ 
portant components of a comprehensive smoking control 
strategy that requires the support and activity of Other chan¬ 
nels to be maximally effective. 

We now have several comprehensive and effective curric¬ 
ula that deal with tobacco use (see Chapter 5); however, these 
curricula are not being used in the majority of UA. school dis¬ 
tricts. Most states have mandates requiring that health educa¬ 
tion be taught In schools, but the task of implementing these 
mandates has often proven difficult or impossible. School 
health educators have come to realize that community percep¬ 
tion of the Importance of smoking as a p r o b le m, financing the 
costs of curricula and teacher training, and Involvement of 
parents and the co mmuni ty in implementation of the curricu¬ 
lum are as important as the curriculum content for the success 
of these programs. 

Similarly, die efforts to restrict adolescents' access to 
tobacco have been largely unsuccessful. Although 44 states 
have laws restricting the sale of cigarettes to adolescents, young 
people report little difficulty in obtaining cigarettes from stores 
and vending machines. Passage of legislation to limit tobacco 
sales to adolescents is ineffective in the absence of community 
support and enforcement 

The recognition that most adult smokers first become 
regular smokers as adolescents led to an early and continuing 
concern about the role of mass media, particularly through 
their advertising in promoting tobacco use by adolescents. 
Some gains were made initially, most notably the effort to 
redute the positive images of smoking in motion pictures, the 
ban of advertising on radio and television, and the elimination 
of sports personalities from cigarette ads. However, these early 
efforts did not prevent the continued targeting of adolescents, 
minorities, and women In the advertising and promotional 
efforts of the tobacco industry. 

Perhaps the most visible failure to prevent use of tobacco 
by adolescents came in the late 1970 s. with the reintroduction 
of smokeless tobacco products. These products were advertised 
on television with endorsement by sports personalities, and 
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adolescents were induced to use them through give-away 
programs. All of this activity occurred at a time when the 
scientific evidence establishing the carcinogenicity of these 
products had already been published. Once again, the failure 
in the effort to prevent initiation occurred secondary to the 
absence of a societal consensus and concern rather than an 
absence of knowledge or effective programs. 

The recognition that efforts directed at educating the 
individual smoker and treating the individual to change 
smoking behavior had limited impact has led to an apprecia¬ 
tion of the role of environmental influences in changing 
smoking behavior. Examples of more environment-related 
strategies that are believed to have had substantial impact on 
tobacco use indude the nonsmokers' rights movement, which 
is changing the image of the smoker and restricting the num¬ 
ber of locations where smoking is permitted, and the increase 
in taxes on cigarettes, which is creating a financial disincentive 
to smoke. These approaches reflect a growing understanding of 
environmental influences on the smoker, but even more im¬ 
portant, they acknowledge the necessity of approaching the 
control of tobacco use through multiple channels and multiple 
programs. We now recognize that changes In the community's 
perception of smoking risks influence the adoption of school 
curricula and their effectiveness. By bringing all of the ele¬ 
ments of society to bear on the problem, we hope to reduce 
initiation of smoking, provide persistent and inescapable mes¬ 
sages to the smoker to quit, and create an environment where 
the smoker who is trying to quit has a better chance of success. 

Six major subsystems, or sectors, are important in a com¬ 
prehensive approach to smoking control: (1) the political 
sector, in which laws and policies are made; (2) the economic 
sector, which includes general taxation, workplace, business, 
and insurance policies concerning smoking control: (3) the 
educational sector, in which youth are educated about tobacco 
use; (4) the communication sector, through which information 
is disseminated to the general public; (S) the health care sector, 
in which health professionals play a crucial role in smoking 
control; and (6) the health voluntary sector, which provides 
many of the resources and coordination efforts directed to 
control of tobacco use. 

Any system contains a number of established structures 
that can be mobilized to address smoking control; however, 
each structure must be examined for what the subsvstem itself 
can do. for the opportunities it provides for multiple activities 
related to smoking control, and for opportunities for synergism 
with other sectors. In the folloiving sections, the six subsys¬ 
tems named above are reviewed in this light. 


The Political The political sector is viewed as the major authority in de- 

c cctor tezmining what behavior is considered normative and what b 

deviant This sector is especially important in defining am¬ 
biguous norms, because it is often the final arbiter in the 
interpretation of societal nouns. In addition, societal nouns 
are frequently codified Into laws and/or policies; the poll beat 
sector provides the mechanisms for such codification. 

The poll Meal sector has already contributed enormously to 
tobacco restrictions. At the Federal level, tobacco use restric¬ 
tions have been placed on transportation and In Federal Gov¬ 
ernment workplaces (US DHHS, 1989). Through a number of 
initiatives, more than 40 states and the District of. Columbia 
now have laws restricting smoking in at least one public place 
(US DHHS, 1989). Some states have comprehensive restric¬ 
tions. and there Is a trend toward increasing restrictiveness In 
sudi legislation. Local jurisdictions are rapidly taking the lead 
in tobacco use restrictions; close to 400 cities and counties have 
enacted smoking control ordinances (Pertschuk and Sbopland, 
1989). 

Diverse groups that have some Interest in smokin g control 
have banded together, an increasingly common tactic, to 
present a united front to legislatures. Recruiting support from 
their various constituencies, such coalitions have been influen¬ 
tial In convincing state legislators to increase cigarette taxes 
(Pertschuk and Shopland, 1989). provide smoke-free schools 
(Minnesota Department of Health. 1984; New Mexico Health 
and Environment Department, 1988; Pennsylvania Depart¬ 
ment of Health, 1986), and restrict sales of tobacco products to 
minors (Minnesota Department of Health, 1984; Pennsylvania 
Department of Health, 1986). 

Fnacring legislation at the local rather than the state level 
has been hailed as a method for controlling tobacco use while 
minimizing the influence of the tobacco lobby. This method 
has resulted In a number of local initiatives that range from 
control of minors' access to tobacco to mandated nonsmoking 
restaurant seating (Pertschuk and Shopland, 1989). 

Interventions within the political sector are appealing for 
many reasons. First, smoking control activities may be imple¬ 
mented at multiple levels—by Federal, state, and local govern¬ 
ments. Second, the political sector is the most likely sector to 
reach all members of the smoking population. Third, there is a 
high potential for synergy between the political sector and 
other subsystems within our society; legislative actions may be 
accompanied by economic resources for tobacco control 
activities, media attention, or cessation opportunities. A good 
example of how synergy can occur is found In the response of 
Iowans to a smoking ban on commercial airlines: A local group 
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produced 'quitters’ survival kits,” distributed them to smokers 
at the municipal airport on the effective date of the ban, and 
garnered a great deal of local publicity In the process. 

In terms of the relative influence and importance of smok¬ 
ing control activities, there are three ma|or aspects of the 
economic sector to review: taxation of individuals, workplace 
policies on smoking, and practices in other economic institu¬ 
tions (e.g.. businesses). 

The taxation of tobacco products has a predictable effect 
on tobacco use (Harris, 1982; Lewit and Coate, 1982). Studies 
have examined the decrease in smoking prevalence that ac¬ 
companies a tax increase on tobacco products (Harris. 1982; 
Lewit and Coate, 1982; Warner. 1986); this type of decrease 
was particularly pronounced among adolescent and young 
smokers (Warner, 1986). In addition to a Federal cigarette tax. 
all states now have their own cigarette taxes (US DHHS, 1989), 
and some municipalities and counties have added taxes on 
tobacco products as well (Pertschuk and Shopland, 1989; US 
DHHS. 1989). 

A few state governments have allocated a portion of the 
tobacco taxes to general health-promotion activities, and a few 
have dedicated some portion of the taxes to antitobacco activi¬ 
ties (US DHHS, 1989). Early in 1989, California imposed a 
large additional tax on cigarettes (25 cents per pack), with a 
portion of the funds going to antitobacco research and activi¬ 
ties (US DHHS, 1989). This strategy has a direct economic 
effect on smoking behavior and provides the resources to 
support a comprehensive, long-term intervention designed to 
alter tobacco use. Municipal and county government units 
could also examine taxation as a method of increasing re¬ 
sources for smoking control. 

Taxation is an especially appealing form of smoking 
control intervention, because only tobacco users bear the costs. 
When accompanied by prevention activities in other channels, 
taxation appears to be especially effective in preventing young 
people from beginning to smoke. Its synergistic potential Is 
enormous, because taxation can help fund smoking control 
activities in multiple intervention channels. 

Working adults spend nearly one-half of their waking 
hours on the |ob. They are strongly affected by the norms of 
the environment in which they work, and managers of 
workplaces are rapidlv adopting policies to restrict tobacco use 
(Bureau of National Affairs. 1986; US DHHS. 1987). 

Although restrictive policies are a key factor of worksite 
involvement in smoking control, there are other smoking 
cessation opportunities in the work setting as well. Worksites 
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have engaged In internal and external competitions, as well as 
incentive programs, to encourage employees to stop smoking 
(Cummings et aL, 1988; fOesges et at, 1986; Rosen and Lich¬ 
tenstein, 1977). The basic philosophy behind such an ap¬ 
proach is that the workplace can provide a s up po rtiv e environ¬ 
ment for smoking cessation; furthermore, incentives tor smok¬ 
ers to achieve and maintain cessation can add to the env iron - ■ 
mental support and lead even more smokers to try quitting. 

Employers have collaborated with other groups to offer 
smoking cessation programs at the worksite, both on and off 
company time (Klesges et al., 1987; Omenn et aL. 1988; 
Schilling et al.. 1985) Synergy is assumed to occur when a 
program is offered in a setting where cowotkers are abo at¬ 
tempting cessation and providing support tor fellow quitters. 
Results of such programs are generally comparable wlth those 
of clinic-based programs, but costs are considerably lower. 

Some employers have Institutionalized regular smoking cessa¬ 
tion programs at the worksite, in which employees are bee to 
enroll at their own convenience. Other programs go even 
further and encourage the smoker's spouse and/or significant 
others to participate. 

Typically, the American Cancer Society's annual Great 
American Smokeout has a segment designed for workplaces, 
and employers can use that opportunity to encourage smokers 
to quit tor a day by organizing smoking cessation activities for 
the day. Similarly, the American Lung Association sponsors an 
annual Non-Dependence Day and produces many materials 
and suggestions for worksite participation in nonsmoking 
activities. The American Heart Association promotes a Sweet- 
Heart Day in February, with smoking cessation opportunities, 
advice, and materials Incorporated In the day's activities. 

Workplaces afford multiple opportunities to promote 
smoking cessation, and a restrictive smoking policy can estab¬ 
lish not smoking as the appropriate behavior in a particular 
workplace. Smokers may be encouraged to attempt cessation 
as regular smoking control events are incorporated into the 
work environment- Incentives and competitions can increase 
smokers’ motivation to try cessation. Activities that build on 
national or local events can reinforce the messages that a non¬ 
smoking environment is desirable and that the employer 
supports such an environment. As a group, these smoking 
control activities in the workplace can have a powerful influ¬ 
ence on smokers. 

Other Economic Restaurants. A number of states have laws that require res- 

Influences taurants to offer nonsmoking sections (Hanauer et al., 1986; US 

DHHS. 1986). Public opinion surveys support the value of such 
restrictions. In one poll, 85 to 91 percent of restaurant-goers 
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expressed a desire for restrictions on smoking in restaurants 
(Gallup, 1983); in another, 39 percent of people surveyed said 
they would not return to a restaurant that did not offer a no- 
smoking section (Gallup, 1985). 

Insurance. The insurance sector offers an economic incen¬ 
tive for smoking cessation and prevention that cuts across both 
employment and other business sites. Reductions in insurance 
premiums for nonsmokers and smoke-free workplaces offer in¬ 
dividuals and organizations an added stimulus for smoking 
control activities. Although insurance premium reductions are 
not as influential as other sectors might be. they can add to the 
economic benefits that accrue from avoidance of tobacco use. 

The insurance industry has reacted to the demonstration 
of the disease risks associated with smoking by discounting life 
insurance premiums for nonsmokers who purchased their own 
policies (Cowell, 198S). The vast majority of states now allow 
differential pricing of life insurance premiums according to 
smoking status (National Association of Insurance Commis¬ 
sioners, 1987a). Movement in other forms of insurance incen¬ 
tives has been slower. Health insurance providers have had dif¬ 
ficulties in offering reduced premiums for nonsmokers because 

(1) the vast majority of health insurance policies are written for 
groups where smoking prevalence is difficult to determine; 

(2) actuarial data that support reduced health insurance premi¬ 
ums for nonsmokers are scarce; and (3) Federal regulations 
make it difficult for some health insurance plans (e.g„ health 
maintenance organizations) to set premiums based on smoking 
status (US DHHS, 1989). Property and casualty insurance has 
fared somewhat better—homeowner policies are routinely 
offered at reduced premiums to nonsmokers. A few companies 
also provide nonsmoker discounts for automobile policies 
(National Association of Insurance Commissioners. 1987b). 

To the extent that premium differentials by smoking status 
become institutionalized within society, and depending on the 
amount that insurance carriers reimburse for cessation treat¬ 
ment, a number of synergistic effects may result: (1) worksites 
t and businesses could offer encouragement tor nonsmoking; 

(2)-worksites and businesses could make smoking cessation as¬ 
sistance available; and (3) the political sector could place eco¬ 
nomic sanctions on smokers. 

The Education The education sector can have an influence on children 

Sector and their possible initiation of tobacco use. In the educational 

setting, there are opportunities to expose children to anti¬ 
tobacco information and provide them with nonsmoking role 
models. Educational interventions have focused on incorpora¬ 
tion of tobacco information in school curricula: however. 
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when such programs are provided without a companion 
community intervention, their effects appear to be smalL Cur¬ 
rent research is examining ways to increase the influence of the 
educational programs by linking them with community and 
parent-related activities. 

Educators can have an influence on children In ways other 
than the formal school curriculum. Educational facilities that 
are smoke-free for employees as well as for children can provide 
good models for nonsmoking environments. Students may 
participate in antitobacco activities through the schools; for 
example, many schools collaborate with advocacy groups to 
sponsor poster contests for children, sports activities with 
antitobacco sponsors, and other antismoking activities in the 
community. 

Curricula that incorporate annual segments on tobacco 
use, a smoke-free environment, and annual smoking control 
activities In the community could be Instrumental in develop¬ 
ing the norm of not using tobacco. Activities in the educa¬ 
tional sector can be synergistic with other sectors; for example, 
students may be enlisted to participate in a supervised “sting," 
where minors' success rates at purchasing tobacco products are 
documented, which can raise community awareness about the 
accessibility of tobacco products to minors, thereby melding 
the political and educational sectors. 

The Communica- The media play a pivotal role in smoking control activities. 

tion Sector Mass media provide information to the public on facts and 

issues related to smoking, and they also influence public per¬ 
ceptions of appropriate behavior by portraying certain people 
either engaging in or abstaining horn a particular behavior. 

The media have presented images and taken direct action 
against smoking. Media information dissemination has been 
designed to stimulate help-seeking behavior by smokers 
(Danaher et at.. 1984; McGuire, 1984). Public service an¬ 
nouncements have been used to encourage people to call a 
hotline for information (Cummings et al., 1986) and to recruit 
smokers into treatment programs (Jason et at., 1988; 
Mogielnlcki et al., 1986). 

'Electronic media campaigns designed to assist people in 
achieving smoking cessation have been somewhat successful 
(Flay, 1987b). The American Lung .Association "Freedom From 
Smoking in 20 Days' program has been used in many mass 
media markets, and the results appear quite favorable (Flay, 
1987b). Print programs for smoking cessation have been 
successful as well (Cummings et al.. 1987). 

There is Jittie'doubt that the media can keep tobacco news 
and messages in the public eye; however, there is evidence that 
the media are somewhat constrained by the influence of the 
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tobacco companies. Media that carry tobacco advertisements 
give differential attention to tobacco issues compared wtth 
those that do not carry such advertisements (Warner, 1985; 
Whelan et a)., 1981). In spite Of these constraints, the media 
can be used for creative smoking control activities. 

The communication sector Is the conduit by which other 
sectors may publicize and disseminate their smoking control 
information and activities. The communication sector can be 
synergistic with all other sectors in four ways; (1) It can rein¬ 
force norms that promote smoking control by presenting 
positive images with respect to nonsmoking behavior and 
refusing to portray smoking as glamorous or desirable: (2) It 
can raise the public's awareness of smoking as an important 
issue; (3) it can provide direct information to the public about 
tobacco use; and (4) it can provide direct services in recruiting 
people into smoking cessation activities. 

The Health As a group, health professionals are an extremely influen- 

Professional dal force for reaching smokers. The vast majority of smokers 

Sector see a physician each year (Ockene, 1987), providing an excel¬ 

lent opportunity for physicians to advise and counsel smokers 
to abandon their habit. Health professionals also can have an 
influential role in national policymaking and in promoting 
societal norms related to healthy living. 

Increasingly, health professional associations are adopting 
an assertive stance with respect to controlling tobacco use. The 
American Medical Association has recognized smoking as a 
'serious health problem' since 1964 (Lundberg, 1985) and has 
advocated education about smoking since 1969 (Rosenberg, 
1983). As early as 1964. the American Dental Association 
urged its members to educate patients about tobacco use. and It 
recently hosted its first national dental symposium on smoking 
cessation (McCann, 1989). The American Pharmaceutical 
Association has recommended that pharmacies not sell tobacco 
products (Smith and Fincham, 1989). Other health care 
provider groups, including nurses, have not taken official 
antismoking stands but are beginning to address the issue. 

, Counseling against tobacco use is an appropriate topic for phy¬ 

sicians' and dentists' continuing education, and many medical 
and dental schools are now incorporating such training into 
their disease prevention curricula. 

Health professionals' advice about ceasing tobacco use is 
accompanied by inherent opportunities for expanding the 
effect of a single message about cessation. An office system 
that identifies smokers will help ensure that smoking patients 
receive repeated messages about smoking cessation and assist¬ 
ance with quitting. Smoke-free health care environments will 
support that goal by providing positive sanctions for a norm 
that health professionals are advancing. 


In addition to multiple opportunities tot intervention, 
health professionals' activities can lead to synergy with other 
intervention channels. For example, physicians have partici¬ 
pated In the cancer society's Great American Smokeout by 
organizing activities, staffing Information booths, and prescrib¬ 
ing nicotine replace m ent therapy for their smoking patients. 
Some physician groups, such as Doctors Ought to Care, have 
participated in many visible antitobacco events. There is an 
increasing awareness of the importance of joint activities with 
other health professional groups In smoking control activities. 

Just as physician input can be synergistic with other chan¬ 
nels of smoking control activity, other sectors cap.be synergistic 
with physician efforts. The development of standards for physi¬ 
cian management of smoking patients In the outpatient care 
setting and the implementation of these standards through the 
quality assurance auditing process are examples of how govern¬ 
mental and regulatory agencies can Influence physician motiva¬ 
tion and behavior. Physicians have an Important role in estab¬ 
lishing societal norms, particularly with respect to health issues, 
but societal norms and expectations are also Important determi¬ 
nants of physician behavior. For exampie. the majority—about 
two-thirds—of prescriptions for nicotine gum as a smoking ces¬ 
sation aid are written at the patient's request rather than on the 
physician's initiative (US DHHS, 1989). 

Hie Health Three national voluntary groups, the .American Cancer 

Voluntaries' Society, the American Heart Association, and the American Lyng 

Sector Association, have a rich history of smoking control efforts. In 

addition to these three groups, a number of other voluntaries, 
such as Americans for Nonsmokers' Rights and Fresh Air for 
Nonsmokexs. emphasize smoking control activities In their 
mandates. These organizations are influential in that their staffs 
and volunteers form networks that extend to almost all geo¬ 
graphic sections of the United States. 

The cancer society, heart association, and lung association 
have a variety of events and activities that support tobacco 
control. Each of the groups has a major annual event that 
emphasizes nonsmoking. The American Cancer Society sponsors 
the,Great American Smokeout in November; the .American Heart 
.Association promotes SweetHeart Day in February; and the 
American Lung Association coordinates activities around Non- 
Dependence Day in July. The voluntaries have also produced 
various smoking cessation materials and free or low-cost pro¬ 
grams for smokers who are trying to quit, Special programs have 
been developed for some targeted populations, such as low- 
income pregnant women—the cancer society's 'Special Deliv¬ 
ery" and Jung association's "Freedom from Smoking for You and 
Your Baby." The voluntary groups also offer self-help programs. 
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The strength of the health voluntaries lies in their net¬ 
works of volunteers throughout the country, and antitobacco 
activities that build on that strength are likely to be successful. 
Door-to-door fundraising campaigns also serve as public 
education opportunities. Collaboration with other sectors, 
such as smoking cessation media campaigns, may be successful 
(Hay, 1987b). Multiple opportunities for smokers to attempt 
cessation are available, because the voluntaries provide on¬ 
going cessation services and resources. Public information 
campaigns detailing the available resources will help ensure 
that smokers are aware of the assistance that is available in any 
geographic location. 

In terms of synergism, voluntaries may be considered the 
resource centers of diverse cessation activities and events in the 
community. To the extent that information on smoking 
control activities, on smoking cessation opportunities and 
materials, and on special communitywide events is widely 
available and publicized, this sector helps to coordinate alt' 
sectors of the community in promoting smoking control 
efforts. 

CONCLUSIONS * Smoking control strategies have evolved and expanded 

during the last 40 years as our understanding of smoking 
behavior and its risks has developed. 

• Attempts to educate smokers and treat them individually 
have given way to more comprehensive efforts to treat 
both the individual smoker and the environment within 
which smoking takes place. 

• Multiple channels and approaches to all sectors of the 
social environment characterize the state of the art in 
comprehensive control of tobacco use. This approach is 
used because different channels may reach different 
groups of smokers and because the synergism of multiple 
inputs to the smoker may create an effect greater than 
the sum of the effects of the individual channels. 
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Chapter 3 

Smoking Prevalence and 
Lung Cancer Death Rates 


INTRODUCTION The use of cigarettes, in contrast to other tobacco prod¬ 

ucts, is a behavior that has developed relativeiy recently. 
Widespread use of cigarettes lias been predo min antly a 
20th century phenomenon, with per capita consumption of 
cigarettes rising horn 54 in 1900 to.a peak of 4.345 in 1963 and 
then declining (Shopland et al, 1990) (see Figure lj. [Note: 
The data points used for plotting all figures in this chapter are 
listed in Appendix A.) 


Figure I 

U.S. per capita cigarette consumption for adults, aged IS and 
older (1900 to 1990) 
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Other chapters of this monograph address the social and 
environmental influences that have produced these changes in 
per capita consumption over time. This chapter describes the 
changes in smoking prevalence that occurred during this 
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century and links them to observed changes in lung cancer 
death rates. A model for predicting future lung cancer death 
rates is presented also. 

The prevalence of cigarette smoking is not spread uni¬ 
formly across the U.S. population. There are marked differ¬ 
ences in smoking prevalence across gender, racial, educational, 
and age groupings in the current population, and these differ¬ 
ences have varied markedly across the first nine decades of this 
century. The risk of developing lung cancer is defined pre¬ 
dominantly by past smoking exposure rather than by current 
smoking status. For these reasons, the data presented in this 
chapter are arranged by 10-year birth cohort. (A birth cohort is 
a group of individuals bom during a specific span of calendar 
years.) 

By following the changes in smoking behavior and lung 
cancer occurrence in a cohort as it ages, one is able to construct 
an accurate picture of the cumulative smoking history of the 
cohort and compare it with the resultant lung cancer occur¬ 
rence in the same cohort. The more traditional approach, 
presenting data from multiple cross-sectional surveys done in 
different calendar years by the age of the individual surveyed at 
the time of the survey, leads to a biased impression of the 
changes in smoking prevalence that occur with age and an 
underestimation of the past smoking behavior of tile older seg¬ 
ments of the current population. When age-specific rates from 
multiple cross-sectional studies are compared to one another, 
the implicit assumption is that attained age (rather than 
calendar year of birth) is the dominant determinant of the rate 
being measured. For smoking behavior, however, calendar year 
of birth has a major influence on the possibility that an indi¬ 
vidual will become a cigarette smoker and on the duration of 
that smoking behavior. The individuals who constitute a given 
age group in cross-sectional samples drawn many years apart 
will belong to different birth cohorts. To compare the cross- 
sectional smoking prevalences at a given age without consider¬ 
ing the pieak prevalences of the birth cohorts that they repre¬ 
sent distorts the true relationship between smoking behavior 
' and age. 

The excess death rates in cigarette smokers compared to 
nonsmokers lead to a diminishing fraction of ever-smokers 
being measured in a birth cohort as the population ages. 
Current measures of current and former smokers in older age 
groups will then underestimate the true prevalence of smoking 
of the same birth cohort several decades earlier. Since past 
rather than current smoking behavior causes lung cancer, and 
since the bulk of the U.S. lung cancer deaths occur among 
those same oldei segments of the current population, an 
accurate description of their smoking behavior is essential to 
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the development of a model that relates smoking behavior to 
lung cancer death rates. 

ANALYSIS OF This section characterizes smoking behavior in the United 

SMOKING States between 1901 and 1987. Smoking prevalence is exam 

BEHAVIOR ined over time, by 10-year birth cohort, gender, and race. This 

information was produced from analyses of the National 
Health Interview Surveys (NHIS) conducted In 1970.1978, 
1979,1980. and 1987. Because of Its large sample site and 
high response rate (typically greater than 95 percent), the NHIS 
was used for estimates of smoking prevalence in the United 

States. The NHIS data sets used here are the only NHIS data 
sets available for computer analysis that include Infor mation 
regarding age of Initiation and cessation of smoking—the two 
variables necessary to this analysis for constructing the past 
smoking behavior of a birth cohort from recent cross-sectional 
data. 

Similar analyses have been reported previously In the 
Surgeon General's Reports (US DHHS. 1980 and 1985). The 
1980 report Included an analysis of the 1978 NHIS, with 
prevalence estimates through 1978. The 1985 report incl ude d 
analysis of the 1978,1979. and 1980 NHIS combined, and also 
repotted prevalence through 1978. The current analyses 
update the previous analyses by providing estimates through 

1987 (an additional 9 yean) and make use of the earlier 1970 
data, which are likely to provide more accurate estimates of 
smoking behavior prior to 1970. This greater accuracy may be 
most applicable to earlier birth cohorts (e.g., people bom from 
1901 to 1910), which experienced significant mortality prior to 
1978 (see discussion below). In addition, of all the NHIS 
samples, the 1970 NHIS Is the largest, with 116,466 cases 
overall, including smoking data for 76,675 of these cases. The 
total number of cases for the other surveys used for this analy¬ 
sis were as follows: 1978, 12,111; 1979,26,271; 1980, 11,333; 
and 1987,22,043. 

The analyses reported here rely mainly on responses to 
three questions; "How old were you when you first started 
smoking cigarettes fairly regularly?*, 'Do you smoke cigarettes 
now?*, and 'About how long has It been since you smoked 
cigarettes regularly?* The wording of these questions remained 
essentially Identical across all surveys; however, the order of 
the questions and coding of responses may have resulted In 
slight differences In the categorization of smokers as regular 
versus occasional smokers. Occasional smokers typically are 
defined as those who volunteer that they never smoked ciga¬ 
rettes regularly, and thus they do not consistently report an age 
of onset and/or age of quitting. Because of the inconsistency of 
reporting, these respondents, when identifiable, were treated as 
never-smokers (n these analyses. 
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Another difference among the five NHIS data sets used 
here Is the source of responses—that Is, self or respondent 
proxy. Of those responding to the smoking questions, the 
proxy response rates among those over age 17 in the surveys 
are: 1970,39.0 percent; 1978 to 1980,0.5 percent; and 1987, 
22.2 percent Proxy respondents typically are thought to 
report smoking status accurately but to underreport the num¬ 
ber of cigarettes smoked per day and to be less knowledgeable 
about the age of onset and cessation of smoking (US DHHS. 
1990). 

Diagnostic analyses regarding the effects of using both 
proxy reports and self-reports in the 1970 NHIS demonstrate 
that estimates of age of initiation and age of cessation, by 
cohort and by cohort and gender, generally differ by less than 
l percentage point when based on proxy versus seif-reports. In 
most cases, proxy reports result in slightly higher ages of 
initiation and cessation. This suggests that proxy reporting 
does not substantially affect cohort trends in smoking over 
time as reported here. Use of only self-reports for estimates of 
smoking prevalence results in smoking rates for females that 
an generally less than 2 percentage points higher than those 
reported here for all respondents (self and proxy). Among 
males, for whom the proportion of proxy reports Is considera¬ 
bly higher, the use of only self-reports results in smoking 
prevalences between 0 and 6.2 percentage points higher, 
depending on the cohort. While part of the discrepancy is 
likely attributable to underreporting of smoking behavior by 
proxy respondents, those who respond by proxy have been 
noted to be generally younger, employed, and never married or 
married (as distinguished from divorced, separated, or wid¬ 
owed). and to have higher incomes and fewer health problems 
(Crane and Marcus, 1986). These characteristics suggest that 
those responding by proxy may indeed have lower smoking 
rates; thus, part of the difference between self-reports and all 
reports may reflect real differences in smoking status. 

Because this analysis estimates smoking prevalence begin¬ 
ning in 1905. it relies on recall of smoking behavior many 
years before the surveys. In general, the data used are those 
collected closest to the year for which smoking prevalence is 
being estimated. Two assumptions guided this decision; First, 
recall of previous smoking behavior is likely to be better when 
the survey is conducted closer in time rather than further from 
the year being estimated; second, each cohort experiences 
mortality as time passes, with the earlier cohorts experiencing 
greater mortality. Using earlier data to estimate smoking 
behavior assures that more members of each cohort are avail¬ 
able to provide a more accurate picture of the cohort's smoking 
behavior in years past. Since both current and former smokers 


have higher age-specific mortality rates than nonsmokers 
overall, a birth cohort has a progre ssiv ely lower percentage of 
smokers and former smokers and a higher percentage of never- 
smokers as the individuals In the cohort grow older. Therefore, 
measurements of smoking behavior made earlier in time for 
the oldest cohorts provide a more accurate picture of their 
smoking behaviors during the middle part of the century than 
do current measurements. 

In keeping with this, 1970 NHIS data were used for esti¬ 
mates of smoking prevalence for time points up to and includ¬ 
ing 1970; the 1978,1979, and 1980 NHIS data were combined 
for estimates of smoking prevalence in 1975; the 1979 and 
1980 NHIS data were combined for estimates of smoking 
prevalence la 1980 (with the assumption of no changes In 
smoking status in 1980 for those who responded In 1979); and 
the 1987 NHIS data were used for estimates of smoking preva¬ 
lence In 1985 and 1987. There were two exceptions to tills 
scheme. Because the 1951 to 1960 birth cohort includes 
members who were only 10 years of age in 1970 (and thus did 
not respond to the smoking questions), 1978 through 1980 
data were used for estimates of smoking for this cohort prior to 
and including 1970. Similarly, the 1987 data w e re used to 
provide estimates of smoking for all time points for the 1961 to 
1970 birth cohort. 

In the 1980 Surgeon General's Report on smoking (US 
DHHS. 1980), there is an attempt to quantify the potential 
underestimation of smoking prevalence for earlier cohorts 
attributable to the differential mortality between smokers and 
nonsmokers. Applying the author's line erf reasoning to this 
case, the group for which the mortality bias would have the 
most effect is the 1901 to 1910 cohort, which was aged 60 to 
69 when surveyed in 1970. According to insurance life tables 
reported by Cowell and Hirst (1979), a male cigarette smoker at 
age 32 has an 80 percent chance of surviving to age 60, while a 
nonsmoker has a 93 percent chance. Data from the 1970 NHIS 
indicate that this cohort reached its peak smoking prevalence 
of 62 percent in 1940. Given the estimated mortality differ¬ 
ent between smokers and nonsmokers, the actual smoking 
rate may have been as high as 66 percent. Thus, the estimated 
underreporting for this cohort is about 4 percentage points. 

The underestimate would be less for younger cohorts. The 
estimated survival rates to age 60 for female smokers and 
nonsmokers are 91 percent and 93 percent, respectively (Ham¬ 
mond, 1966), which would result in a negligible underestima¬ 
tion (less than 1 percentage point). These adjustments to the 
prevalence estimates assume that smokers remain continuous 
smokers and derive no survival advantage from cessation, 
which provides a worst-case estimate of bias. 
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As noted previously, the sample sizes of the data sets used 
for these analyses varied, so the confidence intervals for esti¬ 
mates vary. For most groups and time points reported, 95 per¬ 
cent confidence intervals are less than * 2 percentage points 
(assuming a simple random sample; l.e., not taking into account 
the complex sampling strategy of the NHIS). However, esti¬ 
mates for the years 1985 and 1987 used the 1987 NHIS and are 
based on considerably fewer respondents than other estimates. 
Confidence intervals for estimates In 1985 and 1987 are in the 
range of 12 to 4 percentage points for most groups. These gen¬ 
eralizations hold for smoking estimates for all males, all females, 
white males, and white females. Sample sizes for blacks of both 
sexes are considerably smaller, and confidence intervals for 
estimates are consequently much larger, in the range of ± 4 to 
7 percentage points for time points prior to 1985, and In the 
range of ± 5 to 9 percentage points for estimates of smoking in 
1985 and 1987. Sample sizes for the three m*|or data sets—-by 
cohort, gender, and race—are presented in Table 1. 

SMOKING Figures 2 through 7 show changes in prevalence of cigarette 

PREVALENCE smoking over time among successive birth cohorts for all males, 

all females, white males, black males, white females, and black 
females in the United States. As shown in Figure 2, among 
males, the 1911 to 1920 and 1921 to 1930 With cohorts 
achieved the highest peak prevalences, at 6S.9 percent and 
66.1 percent, respectively. According to these data, the 1901 to 
1910 cohort reached a peak smoking rate of 61.8 percent, which 
should be ad|usted upward somewhat because of the differential 
mortality likely to have occurred between smokers and non- 
smokers prior to the survey in 1970. The overall exposure to 
cigarettes appears to be different for these three cohorts, how¬ 
ever, because of differences in the rates of cessation. For ex¬ 
ample, when the 1901 to 1910 cohort was aged 55 to 64 In 
1965, Its smoking rate was 45.0 percent. The comparable rate 
for the 1911 to 1920 cohort in 1975 was 39.8 percent, while for 
the 1921 to 1930 cohort, the rate in 1985 was 32.5 percent. 
Thus, although the three cohorts achieved similar peak rates, 
cessation was progressively greater for the later cohorts, resuit- 
, ing in fewer total years of exposure to cigarettes for the later 

cohorts at any given age. Birth cohorts after the 1931 to 1940 
cohort experienced successively lower peak prevalence 
(52.3 percent. 39.6 percent, and 32.4 percent, respectively). 

Figure 3 presents the smoking prevalence for successive 
birth cohorts of U-S. women and clearly demonstrates that 
women began to smoke in substantial numbers much later In 
the century than did men. The earliest birth cohort of men 
(1901 to 1910) showed marked initiation of smoking during 
adolescence (around 1915 to 1920) and had a high peak preva¬ 
lence. In contrast, the same birth cohort of women took up 
smoking much more slowly i.around 1925 to 1930) and had a 


Table 1 

Sample sizes for three major NHIS date sets, by birth cohort, 
gender, and race 




Mato 



Fantato 


AM 

Write 

Bade 

Al 

Write 

Stock 

Birth Cohorts, 1970 NWS 






1901-1910 

3,363 

3.085 

256 

4,677 

4.215 

440 

1911-1920 

4,715 

4,331 

334 

5.934 

5550 

525 

1921-1930 

5.484 

4591 

419 

6584 

. 8.129 

098 

1931-1940 

5,168 

4,663 

438 

6.532 

1 5562 

782 

1941-1960 

mo 

6,006 

586 

8.409 

7532 

941 

Bfoh Cohorts, 1978-80 NWS 





1901-1910 

i^ii 

1588 

107 

2.031 

1538 

178 

1911-1920 

2,520 

2,290 

200 

3581 

.2347 

262 

1921-1930 

3,194 

2922 

231 

3.788 

3589 

335 

1931-1940 

3.048 

2.734 

265 

3.738 

3560 

412 

1941-1950 

4.185 

3.785 

342 

4.668 

4549 

512 

1961-1960 

5,172 

4572 

509 

8.137 

5564 

747 

BHh Cohorts, 1967 NHIS 






1901-1910 

331 

209 

37 

631 

754 

74 

1911-1920 

833 

731 

96 

1.412 

1540 

159 

1921-1830 

1,084 

937 

135 

1583 

1545 

220 

1931-1940 

1,125 

957 

134 

1.399 

1.145 

221 

1941-1950 

1,757 

1,501 

205 

2.198 

1521 

324 

1961-1960 

2.144 

1.839 

242 

2.936 

2516 

528 

1961-1970 

1548 

1,306 

167 

2533 

1581 

378 


Sourer Nation* Hath Interview Survey (NHIS) 1970. 1979. 1979. 

1990. 1987Pubtic Use Oatatapos. National Cantor tor Health 
Statistics. 


very low peak prevalence. Clearly the increase in per capita 
consumption of cigarettes dutlng the first part of the century 
was confined largely to males, while the rapid Increase In per 
capita consumption that occurred just prior to and during 
World War II involved both men and women. The highest 
peak prevalence among women occurred for the 1931 to 1940 
cohort, with a rate of 43.9 percent in 1965. The peak few the 
1921 to 1930 cohort was only slightly lower (42.5 percent in 
1960). Thus, the highest peak prevalence for women occurred 
about 10 years behind the peak prevalence for men. Notable 
among females is the considerably lower prevalence of smoking 
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Figure 2 

Changes in prevalence of cigarette smoking among 
successive birth cohorts of U.S. males, 1900 to 1987 


Pwm g> 



Figure 3 

Changes in prevalence of cigarette s m oking a m ong 
successive birth cohorts of U.S. fema l es , 1900 to 1987 


Parantao* 



in the 1901 to 1910 cohort than in all other cohorts (with a 
peak of only 25.4 percent in 1955). While the peak prevalence 
declined considerably for males among those cohorts after 
1931 to 1940, the decline has been more modest for females 
(the peak was 39.3 percent for the 1941 to 1950 cohort, 

33.6 percent for the 1951 to 1960 cohort, and 29.2 percent for 
the 1961 to 1970 cohort). 

One impact of this difference in the smoking behavior of 
the same birth cohorts of men and women is a difference in 
the current and future lung cancer death rates. Lung cancer 
occurrence is roughly proportional to the cumulative smoking 
experience of a cohort (the area under the prevalence curve for 
the cohort), but lung cancer occurs predominantly in the older 
age groups of the population. Therefore, overall lung cancer 
death rates for the U S. population reflect largely deaths among 
individuals from ages 50 to 80. The men who are in this age 
group currently include those cohorts that have the highest 
peak prevalence of smoking and the greatest cumulative 
exposure to smoking. The cohorts now entering the 50 to 80 
age range, when most lung cancers occur, have a lower peak 
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and cumulative smoking exposure than the cohorts they are 
replacing. This should result in a decline in the number of 
lung cancers caused by smoking, and the timing of the pro¬ 
jected decline is discussed later in this chapter. 

The picture for women is substantially different. Peak and 
cumulative smoking exposures are substantially lower for those 
birth cohorts that are currently in the 50 to 80 age range, and 
so are lung cancer death rates. However, the women who are 
entering this age range (those cohorts bom after 1930) have 
substantially greater peak and cumulative smoking exposure 
than those women whom they are replacing (the cohorts bom 
from 1901 to 1930), and overall lung cancer death rates for 
women are continuing to increase steeply and will not begin to 
decline until much later than those for men. 

Figures 4 and 5 present smoking data for the same cohorts 
of white and black males. There are several Important differ¬ 
ences between the smoking patterns for white males and black 
males that are evideht from a comparison of these figures. 

First, the adoption Of cigarette smoking in the early part of this 
century was somewhat slower among black males than among 
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figure -t 

Changet in prevalence of cigarette smoking among 
successive birth cohorts of white U.S. males, 1900 to 1987 


Figure S 

Changes In prevalence of cigarette smoking among 
successive birth cohorts of black U.S. males, 1900 to 1987 
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the antismoking advertisements that were on television at that 
time to counter cigarette commercials. This difference in the 
timing of die decline in prevalence between white and black 
males suggests that the knowledge of the disease risks associ¬ 
ated with smoking may not have effectively penetrated into 
the Mack community until much later than it reached the 
white community. 

Figure 6 shows smoking prevalence for white female 
cohorts and closely resembles Figure 3 (all females). Figure 7 
(black females) shows some general similarities to the pattern 
for white females. 

LUNG CANCER From 1950 to the present, the age-adjusted cancer roortal- 

MORTAOTY ity rate for all sites combined has been increasing. However, 

when these rates are calculated for 'all other cancers' (exclud¬ 
ing lung cancer) the overall cancer death rate has been con¬ 
stant or declining, as shown in Figures 8 through 13. This 
decline is evident for the total male and female populations 
(Figures 8 and 11), and it is evident for the subgroups of white 
males, white females, and nonwhite females (Figures 9,12. and 
13); however, the death rates for 'all other cancers' among 
nonwhite males are still increasing slightly. [Note: For all 
analyses in this chapter, the designations 'black" and "non¬ 
white" may be considered interchangeable, as black men and 
women constitute about 90 percent of the nonwhite popula¬ 
tion studied.] 

This section of Chapter 3 examines trends in mortality 
from primary cancers of the lung between 1950 and 1985. Its 
purpose is to review the changes in lung cancer death rates as a 
reflection of the changes in smoking prevalence described 
above. 

Methodology Data from the National Death Tapes, supplied by the 

National Center for Health Statistics, were used to calculate 
mortality rates. These rates were age-adjusted according to the 
direct method (Lilienfeld, 1967), with the 5-vear age distribu¬ 
tion of the totai 1970 U.S. population as the standard. Except 
where noted, rates are presented as cases per 100,000 popula¬ 
tion. The analysis is based on the same birth cohorts as those 
used in the previous section on smoking prevalence. 

Mortality Rates for Lung cancer mortality rates, by 10-vear birth cohort. 

Lung Cancer gender, and race, are presented in Tables 2 through 7. Lung 

cancer mortality becomes measurable when a cohort reaches a 
minimum age of 35, and it rises sharply as age increases. One 
can compare age-specific lung cancer death rates for different 
birth cohorts by using these tables and matching the death rate 
for one birth cohort with the death rate recorded 10 years 
earlier for the preceding birth cohort. Each birth cohort is 
10 years younger than the preceding one, so the rates for the 
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Figure 9 

Age-adjusted cancer mortality rates,’ white males 

Rats 



preceding cohort at a given age will have occurred 10 years 
earlier. The age-specific death rates are presented by birth co¬ 
hort in Tables 8 through 13. Successive cohorts of males expe¬ 
rienced higher age-specific mortality rates through the 1921 to 
1930 cohort. However, beginning with the 1931 to 1940 
cohort, the age-specific rates have been declining. This is a re¬ 
flection of the downward trend in cigarette smoking that began 
with the 1931 to 1940 cohort of males in the United States. 

Table 4 shows the mortality rates for lung cancer among 
nonwhite males. The rates for nonwhite males bom during the 
period from 1901 through 1910 are somewhat lower than those 
for all U.S. males and for white males. However, for each 
. subsequent cohort, the nonwhite male death rates from lung 

cancer are considerably higher than those for all males. The 
higher rates among nonwhites may be explained in part by the 
longer maintenance of the smoking habit and higher rates of 
smoking during the critical older ages 

The lung cancer death rates for women, first measurable at 
age 35, are considerably lower than those for males and rise 
more slowly with age in the older birth cohorts (Table 5). 

While the rates for males began to decline with the 1931 to 
t940 cohort, the rates continued to rise among women for 
successive cohorts through 1931 to 1940. 
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Figure 10 

Age-adjusted cancer mortality rates,* nonwftite males 
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Figure 11 

Age-adjusted cancer mortality rates,* all females 
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Figure 12 

Age-adjusted cancer mortafity rales,* white females 
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The U-S. white female lung cancer mortality rates (Table 6) 
are very close to those for all females (Table 5). The lung cancer 
mortality rates among the non white female cohorts before 1921 
to 1930 (Table 7) were generally, though not consistently, lower 
than among the whites; however, at that point they seem to 
catch up and then slightly surpass the white females. Smoking 
prevalence data suggest that lung cancer mortality would be 
lower for nonwhites than for whites in the earliest two cohorts. 

Tables 8 through 13 provide a retabulation of data from 
Tables 2 through 7, as age-specific rates with percentage of 
change between cohorts. This allows a ready comparison bf the 
lung cancer experience of the different cohorts at the same ages. 
For example, when males in the 1911 to 1920 cohort were aged 
40 to 49. their lung cancer mortality rate was higher than that 
of the 1901 to 1910 cohort at the same age. The rates continued 
to rise as the 1921 to 1930 cohort reached age 40 to 49; how¬ 
ever. the rates declined slightly for the 1931 to 1940 cohort. 

This pattern is seen for all males, regardless of race. At ages 50 
to 59, the rates rose considerably less between the 1911 to 1920 
and 1921 to 1930 cohorts than they did between the 1901 to 
1910 and 1911 to 1920 cohorts (for all males, 13 percent com¬ 
pared with 32 percent), suggesting a leveling off of lung cancer 
mortality among this age group. 


Figure 13 

Age-adjusted cancer mortality rates,* nonwhite females 
Raw 
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Table 2 

Lung cancer mortality rates, 1950 to 1985, for all males born 1901 
through 1950, by birth cohort 

Lung Cancer MortaMy,* by BWh Cohort 


1801-1910 1911-1920 1921-1930 1931-1940 1941-1950 




I960 

17.0 




1955 

47.8 




I960 

91.1 

24.0 



1965 

159.3 

58.7 

13.2 


1970 

259.7 

120.1 

35.4 


1975 

383.4 

200.5 

74.3 

14.0 

1980 

470.7 

3082 

135.3 

33.9 

1985 

543.0 

415.9 

220.3 

87.0 


* Ooaltts par 100,000. 


Table 4 

Lung cancer mortaBty rates, 1950 lo 1905, far n owwbl U maim 
born 1901 through 1950, by birth cohort 


Lung Cancer Mortafty* by Birth Cohort 


1901-1910 1911-1920 1921-1930 1931-1940 1941-19(50 




1950 

18.1 




1955 

54.1 




1960 

99.8 

38.7 



1965 

156.7 

77.0 

223 


1970 

257.8 

166.2 

59.0 

i 

1975 

347.8 

282.2 

117.1 

24.1 

I960 

445.1 

374.5 

194.7 

54.8 

1985 

511.6 

475JJ 

266.7 

99.4 


* Ooolhs par 100.000. 


Table 3 

Lung cancer mortality rates, 1950 to 1985, for white males bom 
1901 through 1950, by birth cohort 


Lung Cancer Mortality.* by Birth Cohort 


1901-1910 1911-1920 1921-1930 1931-1940 1941-1950 


Year 


1950 

17.1 




1965 

46.9 




1960 

90 2 

226 



1965 

159.4 

56.6 

12.2 


1970 

259 9 

115.2 

32.7 


1975 

365.2 

193.9 

69.3 

12.6 

I960 

473.5 

301 -1 

128.4 

30.9 

1965 

546.4 

409.5 

211.9 

62 2 


* Dooms per 100,000. 


Table 5 

Lung cancer m ortality rales, 1950 to 1905, for aM (males bom 
1901 through 1950, by birth cohort 

Lung Cancer Mortafty,* by Birth Cohort 


_1901-1910 1911-1920 1921-1930 1931-1940 1941-1950 


1950 

3.5 




1955 

7.2 




I960 

12.0 

8.1 



1965 

21.9 

13.9 

4.4 


1970 

40.0 

30.1 

121 


1975 

65.8 

54.4 

26 6 

7.0 

1960 

101.6 

915 

521 

16.9 

1965 

133J 

141.8 

912 

34.8 


* deaths par 100.000. 


Smoking Prevalence Figures 14 through 33 offer a closer took at the effect of 
And Lung Cancer smoking and at trends in lung cancer mortality, by birth 
Mortality cohort. For each gender and race group by birth cohort, the 

figures show changes over time in the percentage of those 
currently smoking, percentage of those who have ever smoked, 
and rates of lung cancer mortality, expressed as number of 
deaths per 10,000 population. 


Small sample sizes create some difficulty in Interpreting 
findings in smoking behavtor among the black male cohorts 
(Figures IS, 17, 19, 21, and 23). For example, estimates for the 
1901 to 1910 cohort In 1985 and 1987 are based on only 
37 respondents. This results in a 95 percent confidence inter¬ 
val of approximately ± 14 percentage points (assuming a 
random sample), ftegardless, the following trends appear: For 
the four oldest cohorts (1901 to 1940), there is an apparent rise 
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Table 6 

Lung cancer mortality ratn, 1950 to 1985, for white fem al es born 
1901 through 1950, by birth cohort 


Lung Cancer MortaHy,* by Birth Cohort 



1901-1910 

1911-1920 

1921-1930 

1931-1940 1941-1950 

Year 





1950 

3.5 




1955 

S.S 




1950 

11.8 

6.0 



1965 

21.7 

13.8 

4.2 


1970 

40-5 

30.1 

11.7 


1975 

64.7 

55.4 

26.5 

88 

1980 

103.4 

928 

51.6 

16.5 

1985 

136.4 

145.6 

91.7 

35.1 55 


• Dooms per 100.000. 


Table 7 

Lung cancer mortality rates, 1950 to 1985, for nonwhite f emales 
born 1901 through 1950, by birth cohort 

Lung Cancer Mortality.* by Birth Cohort 


1901-1910 1911-1920 1921-1930 1931-1940 1941-1950 


Year 


1950 

36 




1955 

10.5 




1960 

13.1 

7.2 



1965 

238 

145 

5.9 


1970 

35.0 

29.7 

14 9 


1975 

79.3 

4S.S 

26.1 

8.0 

1960 

83.8 

79.6 

55.8 

19.5 

1965 

101.2 

108.7 

87.7 

33.0 


' Deaths par 100.000. 

between 1970 and 1985 in the number who have ever smoked. 
In addition to the small sample size, slight changes in survey 
methodology over the different years of administration (as 
described previously) could cause these results. Still, these in¬ 
creases deserve further exploration. 

Also of note are the rates of lung cancer relative to white 
males. Although the prevalence of current smokers and ever- 
smokers is lower among black males through the 1931 to 1940 
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Table 8 

Age-specific lung cancer death rates,* 1950 to 1900, far afl males 
bom 1901 through 1940, by birth cohort 



1901- 

1910 

Cohort 

1811- 

1900 

Cohort 

Pei c«nt 
Change 

1921- 1931- 

1930 Percent 1940 
Cohort Chang* Cohort 

Percent 

Change 

40-49 

17.0 

24.0 

(415) 

35.4 

(47.5) 

33.9 

(-42) 

5059 

91.0 

120.1 

(31.8) 

1353 

(12.7) 


6069 

7079 

259.7 

470.7 

3082 

(18-7) 



‘ i 



•Per 100.000deputation. 


Table 9 

Age-specific lung cancer death rates,* 1950 to 1900, far white 
males bom 1901 through 1940, by birth cohort 



1901- 

1911- 


1921- 

1331- 



1910 

1920 

Percent 

1930 Percent 

1940 

Percent 


Cohort 

Cohort 

Change 

Cohort Change Cohort 

Change 

Age 







4049 

17.1 

22.6 

(322) 

32.7 (44.6) 

30.9 

(-5.SJ 

5059 

90.2 

1152 

(27-7) 

128.4 (11.5) 


6069 

259-9 

301.1 

(15.8) 



7079 

473.5 







'Per 100,000 population. 


cohort, lung cancer death rates are similar between the races 
for the 1901 to 1910 cohort, and they are noticeably higher for 
black males in each successive cohort. For example, for the 
1921 to 1930 cohort (Figure 19) in 1985, the lung cancer death 
rate for black male was more than 36 percent higher than for 
white male, even though the peak prevalence of smoking 
among black male in that cohort never achieved that of white 
male, and the ever-smokers rate matched that of white only 
since 1970 (see Figure 18). The reason for this disparity in lung 
cancer death rate is not dear. Difference in smoking behav- 
ior other than prevalence may piay a role, such as the type of 
cigarette smoked and the amount of each cigarette smoked. 
However, consumption in terms or the number of cigarettes 
smoked is considerably lower among blacks t.US DHHS, 1988). 
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Table 10 

Age specific long cancer death rates,* 1950 to 19SO, for nonwtiite 
wales born 1901 through 1940, by birth cohort 

Table 12 

Age-specific long cancer death rate*,* 1958 to 1980, for white 
females bom 1901 through 1940, by birth cohort 

1901- 1911- 1921- 1991- 

1910 1920 Percent 1930 Percent 1940 Percert 

Cohort Cohort Change Cohort Change Cohort Change 

1901- 1911- 1921- 1931- 

1910 1920 Percent 1930 Percent 1940 Percent 

Cohort Cohort Change Cohort Chenge Cohort Change 

Age 

40-49 10.1 38.7 (128.0) 59-0 (80.8) 54.8 (-7.1) 

50-59 99.8 166.2 (66.5) 194.7 (17.1) 

80-69 257.8 374.5 (45.3) 

70-79 445.1 

Aga 

40-49 3.5 6.0 (71.4) 11.7 (95.0) 1«J (41.0) 

50-59 11.8 30.1 (155.1) 51.6 (71.4) 

60-69 40.5 92.8 (129.1) 

70-79 103.4 1 i 

•Par 100.000population. 

Table 11 

bom 1901 through 1940, by birth cohort 

‘Par 100.000population 

Table 13 

Age-specific lung oncer death rates,* 1950 to 1900, far non whit* 
females bom 1901 through 1940, by birth cohort 

1901- 191 t- 1921- 1931- 

1910 1920 Percent 1930 Percent 1940 Parcel* 

Cohort Cohort Change Cohort Change Cohort Change 7 

1901- 1911- 1921- 1931- 

1910 1980 Percent 1930 Percent 1940 Percent 

Cohort Cohort Change Cohort Change Cohort Change 

Aga 

40-49 3.5 6.1 (74.3) 12.1 (98.4) 18.9 (39-7) 

50-59 12.0 30.1 (150.8) 52.1 (73.1) 

60-69 40.0 91.5 (128.8) 

70-79 101.8 

Age 

40-49 3.6 7.2 (100.0) 14.9 (108.9) 19-5 (30.9) 

50-59 13.1 29.7 (126.7) 55.8 (97.9) 

80-69 35.0 79.6 (127.4) 

70-79 83.8 

‘Par 100.000population. 

Also to be considered is the shorter life expectancy of black 
males compared with white males—approximately 8 to 10 
years for males bom between 1920 and 1950 'Hoffman, 1987). 

The mortality rate for black males in that age group may result 
in considerable underestimation of past smoking behavior of 
"the earlier cohorts, more so than for white males. because 
estimates are based on the behavior of survivors only. Thus, it 
is possible that there were higher rates of smoking than those 
reported for those cohorts, resulting in the observed lung 
cancer mortality rates. 

White females (Figures 24, 26, 28, 30, and 32) are similar 
to white males in that, in later cohorts, there :s considerably 
more initiation of smoking after the peak prevalence than for 
earlier cohorts, as indicated by differences between the current 7 

smoker and ever-smoker curves. For white females, as with 

i 

\ 

* Par 100.000 pofxMaOon. 

white males, this becomes apparent for the 1941 to 1950 
cohort (Figure 32). The lower overall smoking rates for white 
females compared with white maies for all cohorts shown are 
borne out in considerably lower lung cancer death rates for 
women. It can be expected, however, that as later cohorts (e g., 
1951 to 1960) enter the ages at which lung cancer death rates 
increase rapidly, the lung cancer death rate differential between 
males and females will begin to disappear because of the 
narrowing gap in smoking behavior. 

Starting with the 1931 to 1940 cohort (Figure 31). the 
pattern of both current smokers and ever-smokeis for black 
women is similar to that for white women. Prior to 1931 
(Figures 25, 27, aqd 29), black women had lower rates of 
current smokers and ever-smokers than did white women, with 
one exception. In the 1921 to 1930 cohort (Figures 28 and 29), 
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Fi^ihu 24 

Change* in current rmokeri, ever-imoker*, and lung cancer 
death*, for white U.S. female* born 190! lo 1910 


Figure 25 

Change* in current imoker*, ever-tmoken, and lung cancer 
death*, for black U.S. female* bom 1901 to 1910 
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Figure 26 

Change* in current tmokert, ever-imokeri, and lung cancer 
death*, for while U.S. female* born 1911 to 1920 



Figure 27 

Change* in current *moker», ever-imoken, and lung cancer 
death*, for black U.S. female* born 1911 to 1920 
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Figure 28 

Change* in current cmoken, ever-wnoken, and lung cancer 
death*, for while U.S. female* born 1921 to 1930 



Figure 29 

Change* In current wnoken, ever-amoker*, and lung cancer 
death*, for black U.S. female* born 1921 to 1930 
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I iguit: U 

Changes in current smokers, ever smokers, and lung cancer 
deaths, for while U.S. females born 1941 to 1950 


Figure JJ 

Changes in current smokers, ever-smoken, and lung cancer 
deaths, for black U.S. females bom 1941 lo 1950 
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Use of Birth 
Cohort Smoking 
Behaviors To 
Predict Long 
Cancer Death 
Rates 


the percentages of ever-smokers (cached comparable levels for 
black women and white women. Lung cancer death rates for all 
cohorts are approximately the same for white and black females, 
even though smoking rates are lower for black females In the , 
earliest two cohorts. As smoking rates converged for white and 
black females In later cohorts, lung cancer death rates remained 
approximately equivalent for the two races. The equivalent lung : 
cancer rates for white and black females In earlier cohorts, de¬ 
spite lo we r smoking rates among black females, may again 
suggest a lung cancer risk that is not attr i b u t a ble to smoking. 

Understanding the effects that shifts in the distribution of 
risk factors (such as smoking patterns) have oo disease occur¬ 
rence and associated health care costs is fundamental to evaluat¬ 
ing trends and formulating public policy. In the public policy 
domain, the determination of which health care programs or 
projects receive what proportion of limited resources requires 
analysis of the future costs and benefits of those programs. In 
assessing health trend effects, changes In either risk factor 
exposure or the treatment of disease may affect the Incidence of 
disease, the prevalence of chronic conditions, and/or the mortal¬ 
ity rates. 

The efficacy of a health program in preventing a disease s 

with a long latency period may not be quickly manifest by the * 
usual morbidity and mortality estimates. Primary prevention ? 
programs are directed at reducing risk factor exposures, and for 
many diseases the benefits of altering a risk factor as measured 
by reductions in mortality or disability require time to emerge. 
Individuals who already have a disease, including those at 
predlnical stages, may not benefit from alteration of risk factors 
and will often continue to progress through the disease course. , 
Thus. In t er v e nti on studies frequently require S to 10 years to 
show significantly reduced morbidity and mortality risks. 

During these lengthy periods, the demographic profile of the 
beneficiary population may shift (e.g., the population may 
become younger with time) or those with adverse risk factor 
values may die earlier. In such cases, some of the observed j 
benefits are not the result of interventions but of population , 

shifts In the distribution of risk factors. A health program may 
reduce the age-specific mortality rates, but this reduction would ’ 
only partly offset the increase in death rates that accompanies 
the aging of individuals. Thus, determining the benefits of a risk 
factor management program requires separating benefits attrib¬ 
utable to risk factor modification from benefits attributable to 
demographic shifts, changes in susceptibility, and mortality se¬ 
lection. 

To assess the effects of risk factor interventions on health 
trends, standard increment-decrement life-table models are gen- | 
eralized to "compartment" models (i.e., discrete state-discrete f 


A DISCRETE 
STATE MODEL 
OF HEALTH 

intervention 


Figure 34 

Compartment model schematic of —rhidfty 
mortality process with discrete risk states 



time models of health processes) to represent movement 
between risk factor states. The states in the c ompartm ent 
model can represent death, disability, or an advene (or benefi¬ 
cial) risk factor status. In the current analysis, the primary risk 
factor is duration of smoking. Interventions are represented by 
changes in risk factor states: that is. interventions modify 
transition rates between certain risk factor and mortality states 
and change the number of Individuals In those states. For 
example, decreases in the initiation of smoking rates and/or in¬ 
creases in the smoking cessation rates could represent effects of 
a health intervention in the population. The benefits of this 
intervention are calculated from incidence and prevalence rates 
calculated for each compartment and summed across the popu¬ 
lation. 

A compartment model of morbidity-mortality processes Is 
illustrated in Figure 34. An individual resides in only one risk 
factor state, although he or she can move to any other state at 
time f. The risk factor states can represent chronic illness, 
disability, and risk factor exposure 'e.g., smoker versus non- 
smoker. hypertensive versus not hypertensive). The "well" 
state is defined as the state with no risk factors. Though an 
Individual can be in only one state at any time, the definitions 
of states need not be exclusive; e.g.. an individual may be in a 
hypertensive state, a smoking state, or a hypertensive and 
smoking state. We define the following terms: 

f = tinje measured ir years (r a 1, 2.T). 

K - number of risk factor states (besides the well 

state). Risk facto: state 0 is the "well" state. 
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The Markov 
Assumption 


no 


L 

a 

n t (a,t) 

qfAXi 


number of causes of death (1=1,2,, L). 
index for age groups. 

number of individuals In age group a at begin¬ 
ning of t in state it. 

probability that a person in age group a state 
at f will die of cause I during the year, 
probability that a person in age group a at t 
dies of cause I, 

2qja,t)n t (a.t) / Xn^a.t) (1) 


Multiple increment-decrement life tables are special cases 
of the compartment model seen in Figure 34. Consequently, 
methods to estimate multiple decrement life-table parameters 
are easily extended to the compartment model. However, 
applying those methods for many risk factor states and causes 
of death requires a huge quantity of data. Problems in evaluat¬ 
ing mortality functions arise because (1) all possible pathways 
that result in the contingent event of interest must be deter¬ 
mined. and (2) the probabilities associated with each of these 
pathways must be assessed. The problems are simplified if the 
model In Figure 34 can be assumed to be Markovian; i.e., the 
probability of changing states depends only on the two states 
(the state the individual is coming from and the state be or she 
is going to) and not on any previous stales the individual has 
been in or length of time in the current state. 


The Markov assumption seems unreasonable, since a 
person’s age and the length of time he or she smoked are deter¬ 
minants of the risks of many causes of death and disease. The 
Markov assumption can be made more reasonable by defining 
risk factor states as length of time with a particular risk factor. 
For example, a person enters the "smoked 0 to 5 years' risk 
state when smoking begins. In S years, the individual moves to 
a 'smoked 5 to 10 years" risk state if he or she srili smokes and 
has not died. Or. the person may enter a "hypertensive and 
smoked S to 10 years" state if the blood pressure rises and he or 
she continues to smoke. Alternatively, the person who stops 
smoking may enter the "smoked only 5 years" state. Age can 
be treated similarly; that is, Figure 34 can be viewed as appli¬ 
cable to a specific age group with risk factor states defined for 
each subsequent age group. Individuals move between states 
as they age. 


Assuming that the Markov assumption holds for Figure 34, 
movement between states can be described by a matrix Of 
transition probabilities. If is the probability of moving from 
state i to state / in a year, the transition matrix is 



... 


... K mJ 


where the total number of states \sR+l = K + L*-l, including ' 
the "well' and death states. The s, are determined from nja,t) 
and qja,t). To determine the population in each state after m 
years, let n, be the number of individuals in state i at time 0. 
The row vector N = jn) of these counts is called the 

state vector. The vector N 1- of counts In each state after t years 
is ‘ ; 

N w * Nil* (3) 

where IF is the product of n with itself t -1 times (I.e., the't*' 

power of 11). The vector N». t= 1,2.is the basis fat all 

discrete survival functions where N« = (N„(t),N t (t),... 

The model is useful for forecasting future contingrht outcomes 
and evaluating functions associated wtth morbidity and mor¬ 
tality outcomes under various interventions or changes in the 
population. 

Because the current model is more biologically plausible 
than simply 'alive-dead' and 'standard-substandard risk' clas¬ 
sifications, forecast estimates will be more accurate. By select¬ 
ing a sufficient number of risk factor and mortality states, one 
can model any finite combination of risk factors. A mode) 
representing rite interactions of risk factors and chronic condi¬ 
tions is more defensible than risk scoring methods that do not 
represent those interactions (see Cummins et al„ 1983). In this 
chapter, the above model is used to forecast lung cancer mor¬ 
tality patterns. 

Previous Forecast Several researchers have presented models for forecasting 

Methods mortality patterns for lung cancer. The simplest method is to 

assume that the age-specific mortality rates will remain con¬ 
stant and then predict the number of deaths in the future from 
the number of individuals expected In each age group. A 
sophisticated version of this model is given by Brown and 
Kessler (1988), in which the differential cohort effects and dif¬ 
ferential smoking patterns are included In estimating the age- 
specific lung cancer mortality rate. The Brown and Kessler 
model also used the number of cigarettes and the tar per ciga¬ 
rette as regressor variables for the period effects. The model 
does not explicitly include the length of time that people 
smoked. Forecasts are based on estimated effects of cohort, 
age. smoking status, and "dose" fas measured by two variables, 
average cigarettes and tar levels). The model adjusts for smok¬ 
ing duration and for any competing risks of deaths only 
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implicitly; that is, insofar as these two variables are reflected In 
the mortality risks of lung cancer in the observed data used to . 
fit the model, this same relationship is maintained in the 
forecasting formula. 

Hakulinen and Pukkala (1981) use a similar method but 
make explicit adjustments for subjects' length of smoking and 
time since they last smoked. Although this model Is more so¬ 
phisticated in the use of smoking duration, it does not estimate 
the cohort effects from observed lung cancer mortality over 
time as the Brown and Kessler model does. The model also 
adjusts for the competing risks impl icitly. by assuming that the 
mortality risks used contained the appropriate adjustment. 

The model proposed in this chapter extends these models 
in two ways. First, explicit adjustment of the competing risks is 
taken into account. Because current and past smoking patterns 
have a differential effect on both lung cancer and other com¬ 
peting risks, forecasting the effects of changes in the smoking 
patterns over the last 10 yean and the anticipated smoking 
patterns on future lung cancer mortality requites "unbundling* 
the different mortality risks. Second, the model uses the mor¬ 
tality risk explicitly as a function of smoking initiation and ces- • 
sation rates in a Markov model. Explicit identification of these J 
components provides the forecaster more freedom in altering j 
the constituent parts of the model to examine the long-term 
effects of interventions and health promotion programs on 
mortality outcome. .As in the models described above, the 
current model does provide a cohort-specific, smoking- 
duration-based model. However, rather than examine the 
trends of the mortality risks over the last two decades, as Brown 
and Kessler have done, this model assumes that the underlying 
causes of these trends are represented by the risk factor and 
population dynamics used in the model. 


To build a model, estimates of the transition probabilities 
are required. Tolley and Manton fin press) have described how 
the various types of health statistics can be used to determine 
estimates. In this section, the estimation of these transition 
probabilities is briefly described, and the data sources for mak¬ 
ing the estimates ate presented. 

The first step in the estimation is to determine the number 
of individuals in each of the risk factor states. Naturally, the 
primary risk factor state here is smoking status: whether or not 
the individual is or has been a smoker and, if a smoker, the 
duration of smoking. The initiation and cessation rates over 
time for birth cohorts of black and white males and females 
can be estimated from the XHIS data presented in the first part 
of this chapter- From these estimates, estimates of the number 
of individuals who are current smokers with a smoking 


Causes of Death 


Relative Risks 


duration of 5 yean, 10 years, and so forth, can be obtained for 
both races and sexes for the entire Nation, in addition, esti¬ 
mates of tiie number of indtvtduals who have never smoked, 
and tire number of ex-smokers who smoked S years. 10 years, 
and so on, can be obtained. AH of these estimates of smoking 
duration are specific to various birth cohorts beginning with 
the 1901 to 1910 cohort and including birth cohorts up to the 
1951 to 1960 cohort 

Table 14 gives the distribution of each cohort In terms of 
their current smoking status in 1980. Naturally, these three 
smoking states can be subdivided. For the current model, the 
risk factor states for smoking are "never smoked," 'current 
smoker" (divided Into 5-year duration intervals up to "smoked 
over 70 years"), and "ex-smoker," which also Is divided into 
5-year duration intervals. This gives 31 smoking states. 

The data given in the first section of this chapter show 
different patterns of initiation and cessation In various birth 
cohorts; therefore, the model here is developed through sepa¬ 
rate treatment of each of the 10-year birth cohorts. The oldest 
cohort considered in this study is the 1901 to 1910 cohort, and 
the youngest is the 1951 to 1960 cohort. 

Although risk factors such as hypertension, elevated blood 
cholesterol, alcohol consumption, and obesity are also impor¬ 
tant in the assessment of the future mortality patterns, current 
data on these patterns and how these patterns are expected to 
change in the future are limited. Therefore, these risk factors 
are disregarded in the current model, reflecting an assumption 
that, whatever the current patterns are. they will remain un¬ 
changed in the next three decades. 

The reason for including causes of death other than lung 
cancer is to adjust for their competing effects. Those causes of 
death that have smoking as a major risk factor must be consid¬ 
ered as separate states in the model. Changes in smoking 
patterns will then be adjusted for in each such competing risk. 
All causes of death that do not have smoking as a primary risk 
factor can be grouped together as a "death by all other causes" 
state. Table IS lists ail causes other than lung cancer that are 
assumed (in this model) to have smoking as a major risk factor. 

The second step is to determine the relative risk associated 
with each risk factor level. For all causes of death except lung 
cancer, this model assumes that the relative risk is independent 
of the length of time that subjects smoked. Models relating 
smoking duration to coronary heart disease death and chronic 
obstructive pulmonary disease death are less established; there¬ 
fore, they have not beer, included. Relative risks for current 
smokers and ex-smokers, both males and females, have been 
given in the 5urgeon General’s Report (US DHHS, 1989). 
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Table 14 

Distribution of nonsmobers, smokers, and ex- s mokers in 1980, 


by race, gender, and birth cohort 




Maver-Smokers 

Currant Smokers 

Ex-Smokers 

Bom 1901-1910 

VMtamate 

.36 

.19 

.45 

White female 

.72 

.15 

.13 

Black male 

.52 

.22 

.26 

Slack 1 ■mala 

.82 

.06 

.12 

Bom 1911-1920 

White mate 

.28 

JO 

.42 

White lam ate 

.57 

26 

17 

Black mala 

.34 

.40 

28 

Blade tamale 

.64 

23 

.13 

Bom 1921-1930 

White mate 

.24 

.40 

.36 

White temato 

.54 

.31 

.15 

Qteckrmte 

32 

.47 

21 

Btackfmato 

.52 

34 

.14 

Bom 1931-1940 

White mate 

.29 

.42 

.29 

White temate 

.49 

.35 

.16 

Sack mate 

.33 

49 

.18 

Black female 

54 

.36 

.10 

Born 1941-1950 

WNtemate 

34 

.43 

23 

White temato 

.50 

.34 

.16 

Black mate 

.37 

47 

.16 

Black female 

.54 

37 

07 

Bom 1951-1960 

White male 

49 

39 

.12 

White female 

56 

.33 

11 

Black male 

.46 

45 

.09 

Black fornate 

.62 

33 

05 


Estimates of relative risks, reproduced in Tables 15 and 16, are 
used here. Note that since these risks are not race-specific, the 
same relative risks are used for both blacks and whites. 


Table 15 

Relative risks of death for current and for m e r sm oke rs ( ma l es) 



ICO Code* 

Age 

Current 

Smokers 

r*UIIINN 

Smokers 

Causa of Doath* 





CHO 

(410-414) 

35-64 

2.61 

1.75 



65. 

1.62 

1.29 

Other heart 

(390-396.401-405) 


1.65 

132 

CVD 

(430-436) 

35-64 

3.87 

138 



85+ 

194 

137 

Other vascular 

(440-448) 


4.Q6 

233 

COPO 

(490-492,496) 


9.65 

875 

Other putmonsiy (010-012, 480-489. 493) 

1.99 

136 

Oral cancers 

(140-149) 


2748 

8-80 

Bladder cancer 

(186) 


286 

1.10 

Kidney cancer 

(189) 


295 

1-95 

Pancreatic cancer 

(157) 


2.14 

1.12 

Esophagi canc*r 

(150) 


7.60 

5.83 


ICO. tnm maSjonalClasaiOcalion nf Obamo . 

•CHO. coronary heart dise ase ; CVO. omwbrovasctMr disease: COPO. 
chronic oOstmcttvo puhNvieydMBSA 


Several authors have posited models relating the mortality 
from lung cancer to age and duration of smoking. Peto (1986) 
proposed a model that related smoking duration to risk of lung 
cancer. Peto's model included smoking dose in two ways: first, 
there is a specific model for heavy smokers and moderate 
smokers; second, the cumulative dose, as measured by smoking 
duration, is explicitly included In determination of the risk. 

The models by Gaffney and Altshuler (1988) and those by 
Moolgavkar et. ai (1989) are more sophisticated in their use of 
dose in determining relative risks of lung cancer instantiation. 
Although this second set of dose-related models seems to offer 
many strengths, the data available from the NHIS set sample 
provide good information on duration of smoking only and 
not explicitly on dose. 

Because of data limitations, the model used here for deter¬ 
mining risk of lung cancer is that given by Peto. The probabil¬ 
ity of death by lung cancer for a person aged “a" who has 
smoked for "y* years is given by 

Prob (of death by lung cancer) »10 "a* +■ 10 *y*. 
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Table 16 

Relative risks of death for current and former smokers (females) 



ICDCode* Age 

Currant 

Smokers 

Former * 
Smokers 


Came ol Death* 





CHD 

(41 (Ml 4) 35-64 

3.00 

1-43 



65* 

1.60 

129 

Calculating 

Other heart 

(390-398.401-405) 

t.n 

1.18 

Transition 

CVD 

(430-438) 35-64 

4.80 

1.41 

Probabilities 


65+ 

1.47 

1.01 


Other vascular 

(440-448) 

3.00 

1.34 


COPO 

(490-492.496) 

10.47 

7.04 


Other pulmonary 

(010-012.480-489.493) 

2.18 

1.38 


Oral cancers 

(140-149) 

5.58 

£88 


Bladder cancer 

(188) 

2.58 

189 


Kidney cancer 

(189) 

1.41 

1.18 


Pancreatic cancer 

(157) 

2.33 

1.78 


Esophageal cancer 

(ISO) 

10.25 

3.18 



'•CD. International dassrScation of Disease. 

•CHD. coronary heart Osease: CVO. cerebrovascular tSseasacCOPO. 
ch rome ob st ructive pulmonary disease. 


Before using the Peto model, we must modify it for several 
reasons: First, the aggregation of moderate and heavy smokers 
Into the same group, necessitated by the NHIS data format Is 
problematic; we expect that the “average" probability of lung 
cancer death would be higher than predicted by the model. 
Second, since the model was derived from a subpopulation of 
smokers in Britain, the toxicity of the smoked material and the 
method of smoking may differ from those characteristics in the 
United States. Third, the more prevalent use of filters on 
cigarettes in the last two decades may cause the model to esti¬ 
mate incorrectly the likelihood of death for more recent birth 
cohorts. 

The adjustment of the Peto model is as follows; We 
assume that for each gender- and race-specific birth cohort, the 
model for the probability of lung cancer can be determined 
from the Peto model by a scaling equation (4) as follows; 

Probfof death by lung cancer for nonsmoker) = S10-*‘a* 

Prob(of death by lung cancer for a current smoker) 

= Sia ,, a* + S10-*y 1 

Probfof death by lung cancer for a former smoker) 

* JlCH'a* + 5S10 V 


In these equations, the unknown parameter 5 is a scale pa¬ 
rameter. This parameter is determined by calculation of the 
observed number of deaths by lung cancer in 1980 for each 
birth cohort-gender-race combination, and comparison to the 
number predicted horn the above equations. The value of S for 
each cohort-gender-race combination is the value that equates 
the predicted with the observed number of deaths. 

The probability of transitioning to one of the cause-of- 
death states (except dearil by lung cancer) from the never- 
smoked state for a particular age group is given by the follow¬ 
ing equation: 

i 

q„{a.O) * (Number of observed deaths from cause II 
(» a (a,0) + *l„« M (a.O) +R 2^11^0.0)1 

In this equation, R 1 is the relative risk of die current smokers 
for the particular cause of death, and R2 is the relative risk of 
the ex-smokers for the same cause of death. The indexes k, 
and k j refer to current smoker and ex-smoker states,* respec¬ 
tively. The transition probabilities for the particular cause of 
death for current smokers and ex-smokers are giveri by 

qj.a.0) = 111 q M [a.O) 
qja.0) = R2 <?„(o.O). 

Calculation of the probability of transition from the 
“never-smoked* state to death by lung cancer is calculated 
similarly; however, in this case, each of the smoking levels has 
a different relative risk, as calculated by the modified Peto 
model (above). 

The transition probabilities for transitioning from the 
“never-smoked" to the “smoked-5-years-or-less" state are 
determined from the past initiation patterns. These probabili¬ 
ties are assumed to be age-dependent and cohort-dependent; 
however, because forecasting what pattern the younger cohorts 
will follow in the future is difficult, a single table for ail cohorts 
for future initiation as a function of age was estimated. 

Tabl^ 17 is estimated from the initiation rates of the older 
cohorts and gives the estimated initiation rates, by age group. 
How current awareness of the detrimental effects of smoking 
will reduce these initiation rates can only be guessed. 

Future cessation patterns, like future initiation patterns, 
are affected by the recent health trends in the United States. 
The estimated cessation rates, as a function of duration of 
smoking, are given in Table 18. These rates are determined by 
the experience of older cohorts and modified by recent trends 
toward better health. 
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Table 17 

Probability o l initiating smoking in future at a function of age 
(5-year rate) 



VWiite 

Male 

White 

Female 

Stack 

Mate 

»**— »- 

rwnM 

Age Group 

20-24 years 

20 

.05 

.16 . 

.09 

25-29 

37 

.20 

.30 

.18 

30-34 

30 

.17 

.25 

20 

35-39 

.10 

08 

.10 

-06 

40-44 

03 

OS 

05 

.07 

45-49 

02 

03 

04 

.05 

50-54 

.01 

.015 

.02 

03 

55 - 59 

01 

015 

01 

.01 

80-64 

005 

005 

.005 

.01 

65* 

0 

0 

0 

0 

Table 18 

Probability of termination of smoking during 5-year period. 


by 5-year duration 


write 

write 

Slack 

Slack 


Mate 

Female 

Male 

Female 


Duration of Smoking 


< 5 years 

05 

.05 

.05 

.06 

5- 10 

08 

10 

.08 

07 

10-15 

.10 

.10 

.08 

06 

15-20 

.10 

.08 

.06 

.05 

20-25 

10 

.10 

.05 

.04 

25-30 

.15 

08 

OS 

04 

30-35 

.15 

05 

.04 

.03 

35-40 

.10 

05 

.03 

.03 

40-45 

.05 

.05 

03 

.03 

45 + 

05 

.05 

03 

03 


Table 19 

Forecast mortality rates* far select causes of death, white mai ci, 
ages 55 to 84 


Lung Other Coronary H ear t Al 

Cancer Cancers Obsess Other Causes 




Age 90 up 55-64 


1980 

208.78 

78.96 

595.48 

86648 

1985 

18134 

81.56 

602.48 

873.19 

1895 

100.99 

74.88 

58355 

954.46 

2006 

28.91 

70.62 

53602 

i : 831.38 

2015 

14.97 

77.45 

57638 

95619 



Age group 95-74 

, 

I960 

375.79 

162.06 

1.38457 

2.00908 

1996 

385-37 

188.00 

1.41262 

2.124-37 

1995 

321.03 

175.53 

1.44367 

2.18367 

2005 

178.68 

152.94 

1.399.21 

* 2.115.58 

2015 

49.13 

155.46 

165767 

2.06683 



Age group 75-84 

♦ 

I960 

478.60 

24220 

2,55447 

4.198.47 

1985 

506.34 

393.82 

3.24697 

5.90654 

1985 

510.52 

429.99 

3,350.83 

619263 

2006 

451.04 

458.14 

3,44066 

6403.72 

2015 

254.08 

421.76 

3.349.47 

6195.09 


' Deaths per 100,000: I960 data are actual, not forecast 


rather quickly for the younger age groups because of the low 
peak prevalence rates in mote recent cohorts. For older age 
groups, this reduction occurs much more slowly. Note that the 
forecast model begins with the actual data for 1980; however, 
the values for 1985 and subsequent years are predicted from 
1980 mortality rates combined with the estimated smoking 
rates and the relative risks—as calculated with the Peto model. 


Results and The parameters estimated above can now be placed in the 

Forecasts model described previously, to forecast mortality outcomes for 

each race and gender. These forecasts are summarized In 
Tables 19 through 22 for each race and gender combination. 
Entries in the tables are the age-specific annual mortality rates 
per 100,000 individuals. 

Examining the values in these tables, we see several impor¬ 
tant points. One point of interest is that, for white males and 
white females, the age-specific lung cancer mortality rate drops 


Although the mortality risks from coronary heart disease 
and ftom cancers other than lung are notably higher for 
smokers, as evidenced In Tables 15 and 16. the observed 
mortality rates for these causes are forecast to change very little 
over the next 25 years. One reason for this is that the age- 
specific mortality rates for different years are determined by the 
experience of different birth cohorts. Although the age-specific 
mortality rate for the "never-smoked" individuals Is constant 
over time, the percentage of the population in each smoking 
state differs for each cohort. As a consequence, the number of 
individuals who are current smokers and ex-smokers and the 
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Table 20 

Forecast mortality rate** for select came* of death, white female*, 
age* 55 to 84 


Table 21 

F ore ca rt mortality rate** far select cause* of death, black ma l es , 
ages 55 to 84 



Lung 

Other 

Coronary Heart 

AM 


Lung 

Other 

Coronary Heart 

M 


Cancer 

Cancer* 

Oisaase Other Causae 


Cancer 

Cancan 

Dfwti> OBwrCau**s 






Year 







Aoe orouo 55 - 64 




Aga group 55-64 


I960 

71.29 

34 62 

177.87 

S91.89 

I960 

314.76 

16886 

588.33 

1,794.73 

1985 

77.82 

35.74 

185.10 

601.68 

1985 

328.73 

170.68 

597.34 

1.810*4 

1995 

87.28 

36.53 

186.19 

600.72 

1995 

259.30 

166.37 

580.66 

1.79027 

2005 

30-57 

35.82 

178.18 

58891 

2005 

113.31 

162.05 

504.10 i 

i 1.75628 

2015 

14.80 

38.80 

193.10 

606.86 

2015 


176.18 

601-21 

1.793.03 



Age group 65 - 74 




Age group 65-74 


1980 

98.11 

70.75 

597.32 

1,293.66 

I960 

45274 

224.42 

1.195.15 

324499 

1985 

126.22 

76.04 

623.35 

1.324.53 

1985 

554.03 

24224 

123201 

3209.03 

1995 

150 88 

7917 

637.81 

1.343.84 

1995 

600.65 

244 18 

123517 

322557 

2005 

13033 

80.32 

640.43 

1.341.47 

2005 

473.81 

236.96 

1221.15 * 

3289*4 

2015 

60 00 

79.60 

624.12 

1.313.48 

2015 

215.75 

23329 

120222 

3228.78 



Aoe group 75 -84 




Aga group 75-84 


1980 

104.40 

106.11 

1.410.84 

257100 ; 

1980 

4tt£9 

239.95 

1.95585 

5.409.83 

1985 

126 22 

140.30 

1,97220 

3.466.08 

1985 

523.15 

39434 

2438.00 

8.794*0 

1995 

19974 

160 30 

2.096.18 

3.61920 

1985 

7S9.31 

471.70 

257520 

7,104.08 

2005 

239.28 

165.62 

2145.72 

3.689.71 

2005 

823.01 

475.54 

2589-97 

7.14238 

2015 

208-90 

170.37 

2155.74 

3.68128 

2015 

65222 

458.10 

2.559-84 

7.06283 


* Deaths par 100.000. 1 980 data are actual, not forecast. 


•Deathsper 100.000; 1980 data am actuai, not forecast 


number in each duration state are different. Differential effects 
of lung cancer as a competing risk and the differences in the 
number of smokers both will alter the mortality rates for these 
other causes. 

The forecast of the overall lung cancer rate is given in 
Table 23. where the age-standardized rate pet 100,000 popula- 
, tion between the ages of S5 and 84 is given for each of the four 

general causes of death. The rates in this table are substantially 
higher than the overall age-adjusted death rates because they 
are only for those between the ages of 55 and 84 rather than 
being age-standardized for the entire population. The popula¬ 
tion used for age standardization is the 1980 U.5. population. 

Note that although the lung cancer mortality rate for white 
males is forecast to increase through 2005 for older ages and 
decrease for younger ages, the age-standardized rate is forecast 
to decrease. However this decrease is relatively slower than 
age-spectfic decreases in younger ages, being almost constant 

120 | 


until 1995. For all other gender-race combinations, the age- 
standardized lung cancer mortality rates increase until around 
2000 and then decrease. Thus, the decreases in smoking 
patterns that have occurred prior to the current time will have 
little effect on decreasing age-standardized rates until 2005 for 
all but white males. 

Potential Reduction The mortality rates forecast by the model assume that 

In Lung Cancer current patterns of initiation and cessation will continue over 

the riexr 25 years. The impact of improved smoking control 
strategies can be estimated with this model. If one assumes 
that implementation of the comprehensive smoking control 
strategies described in this volume would double current rates 
of cessation, then the impact of these improvements can be 
calculated, as presented in Table 24. The lung cancer mortality 
estimates in Table 24 can be compared with those in the first 
columns of Tables l^through 22. 
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Table 22 

Forecast mortality rate** for select causes of death. Mack females, 
ages 55 10 84 



Lung 

Cancer 

Other 

Cancers 

Coronary Heart A* 

Disease Other Causes 

Year 







Age group 55-64 


1880 

7332 

62.40 

315.95 

1,102.76 

1886 

94.79 

67.65 

339.88 

1.12656 

1885 

95.99 

6835 

343.61 

1,129-22 

2005 

38.66 

70.55 

349.36 

1.12555 

2015 . 

45.73 

76.99 

376.51 

1,155.40 



Age group 65-74 


1880 

85 69 

9960 

72956 

2.14022 

1985 

115.24 

115.82 

77926 

2517.30 

1985 

183.92 

127.46 

806.21 

2.238.60 

2005 

186.36 

128.32 

807.06 

2539.14 

2015 

77.84 

132.42 

806.50 

2517.33 



Age group 75 - 84 


i960 

86.81 

127 68 

1581.49 

3.657.17 

1985 

96.44 

150.15 

1.759.85 

4.448.39 

1985 

178.13 

185.61 

1.916.42 

<571.24 

2005 

288.34 

203.44 

1.974.39 

4.722.32 

2015 

292.B3 

205.21 

1.977.33 

4.727.77 


•Deaths par 100.000; 1980 data am actual, not forecast. 


For white males, there is a dramatic change in the pre¬ 
dicted lung cancer mortality pattern, with approximately a 50 
percent reduction in age-specific lung cancer death rates for all 
age groups by the year 2015. It is important that this reduction 
is in addition to the benefits to be expected from current smok¬ 
ing control efforts. 

The results for the other racial and gender groups are mote 
' modest but still Impressive. The more modest reductions 

reflect the lower current rates of cessation in those groups and, 
therefore, dramatically underestimate the benefits that could 
be achieved if the cessation patterns occurring among white 
males can be repiicated in the other racial and gender groups. 

CONCLUSIONS * Males bom early in this century became cigarette smok¬ 

ers earlier in life and in greater percentages than females. 
The pattern of initiation and peak prevalence of smoking 
is similar for males and females born into the most 
recent birth cohorts. 


Table 23 

Forecast age-standanfized mortality rates,* based on 1980 
population 



Lung 

Cancer 

Other 

Cancers 

Coronary! Ian 

Other 

Caueee 

Yeer 







White mile 


1980 

3108154 

1345752 

1.192.714 

1541514 

1985 

305.7283 

1645100 

1,331.280 

2.174.859 

1995 

2455573 

170.0526 

1.340.336 

2.217.751 

2005 

150.9948 

168.8918 

1.327.521 1 • 

2.227.296 

2015 

67.95557 

163.2606 

1.319.622 

2.183543 



Whfes female 


1980 

88.18845 

8394307 

618.9047 

1506584 

1965 

1055464 

7450172 

765.1922 

1537534 

1995 

127.0899 

80.41854 

800.6575 

1581.471 

2005 

1145955 

82.12020 

810.1826* 

1.592548 

2015 

77.01571 

84.31486 

813.6352 

1586.735 



Stack male 


I960 

389.3818 

198 0883 

1516.178 

2.874.051 

1985 

435-8217 

231.4099 

1.112.389 

3.131.808 

1985 

455.4529 

242.1545 

1.128.678 

3178.280 

2005 

350 4382 

238.7241 

1.117.134 

3.155573 

2015 

227.2963 

241.7119 

1,124.491 

3.139518 



Black female 


1980 

8052296 

89.16579 

671 2568 

1570.012 

1985 

102.0179 

100.6025 

775.8823 

2.187.45 

1995 

1422724 

112.0328 

818.2055 

???0ft09 

2005 

139.0348 

116.9479 

832.6903 

2.229.558 

2015 

106.6173 

121.6529 

346.4619 

2.237.143 


'Deaths par 100.000; 1980data am actual, not forecast 


• White mates began to quit smoking in substantial 

, numbers during the 1950's, but black males, white 
females, and black females did not begin to quit In sub¬ 
stantial numbers until the late 1960 s. 

• In general, the birth cohort pattern of cigarette smoking 
closely matches the pattern of lung cancer death rates 
within each racial and gender grouping, but black males 
and females appear to have higher rates of lung cancer 
than white males and females, even after consideration 
of the differences in their smoking behaviors. 
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Table 24 

Forecast age-specific lung cancer mortality rates,* 
c es satio n rates are doubled 



White 

Marie 

White 

Female 

11 

Fsnuto 

Year 







Age group 55-64 


I960 

208.76 

71.29 

314.76 

7332 

1985 

170.67 

75.04 

321.54 

92.82 

1995 

73.49 

57.46 

235.19 

8658 

2006 

15.49 

21.60 

91.20 


2015 

7.30 

6.58 

65.24 

33.28 



Age group 65 - 74 


1980 

375.79 

98.11 

452.74 

85.80 

1985 

378.39 

122.73 

544.93 

113-27 

1995 

276l21 

134.41 

559.70 

171.67 

2005 

115.14 

101.44 

404.11 

162.25 

2015 

24.66 

38.41 

162-14 

61.03 



Age group 75 - 84 


1980 

476.60 

104.40 

48859 

88.81 

1985 

502.75 

123.99 

517.38 


1995 

485-26 

185.24 

721.70 

168-98 

2005 

364.44 

201.04 

732.67 

257-38 

2015 

150-83 

152.14 

525.41 

242.49 


‘Dooms par 100.000; 1900 data are actual, not forecast. 


* A model of future lung cancer death rates based on 
trends in smoking behavior presented in this chapter 
predicts that the lung cancer death rates for white males 
will begin to fall by 1995, with declines in lung cancer 
death rates occurring later among the other racial and 
gender groups. 

• A doubling of the effectiveness of cunent smoldng 
control programs could result, by the year 2015, in up to 
a 50 percent reduction in lung cancer death rates from 
those that will occur if current trends continue. 
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Figure 2. 

Changes in 

4' *■ 

prevalence of cigarette smoking among successive birth cohorts of 
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Figure 4. Changes in prevalence of cigarette smoking among successive birth cohorts of 



U.S. males, 1900 to 1987 







white U.S- males, 1900 to 1987 






1901- 

1811- 

1921- 
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Figure 16. Changes in current smokers, ever-smokers, and lung 

cancer deaths, far white U.S. males bom 1911 to 1920 
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Changes in current smokers, ever-smokers, and lung 

Figure 19. 

Changes in current smokers, ever-smokers, and lung 
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cancer deaths, for white U.S. males bom 1931 to 1940 
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Figure 2*. Changes in current smokers, ever-smokers, and hmg 

cancer deaths, for white U.S. females bom 1901 to 191# 
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Figure 25. Changes in current smokers, ever-smokers, and king 

cancer deaths, for black U.S. females bom 1901 to 1910 
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Figure 26. Changes in current smokers, ever-smokers. and long 

cancer deaths, for white U-S. females bom 1911 to 1920 
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Figure 27. Changes in current s mokers, ever-smokers, and lung 

cancer deaths, for black U.S. females bom 1911 to 1920 
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Figure 28. Changes in current smokers, ever-smokers, and lung 

cancer deaths, for white U.S-females bom 1921 to 1938 
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Figure 29. 

Changes in current smokers. 

ever-smokers, and lung 

Figure 31. 

Changes in current smokers, ever-smokers, and lung 


cancer deaths, for Mack U.S. females bora 1921 to 1930 


cancer deaths, for Mack U.S. females bora 1931 to 1940 

XData 

Current 

Ever 

Lung Death 

X Data 

Current 

Ever 

Lung Death 

1900 

0 

0 

0 

1900 

0 

0 

0 

1905 

0 

0 

0 

1905 

0 

0 

0 

1910 

0 

0 

0 

1910 

0 

0 

0 

1915 

0 

0 

0 

1915 

0 

0 

0 

1920 

0 

0 

0 

1920 

0 

0 

0 

1925 

0 

0 

0 

1925 

0 

0 

0 

1930 

0.1 

0.1 

0 

1930 

0 

a 

0 

1935 

0.4 

0.4 

0 

1935 

0 

0 

0 

1940 

6.1 

6.1 

0 

1940 

0 

0 

0 

1945 

20 3 

20.3 

0 

1945 , 

1.0 

1.0 

0 

1950 

31 7 

32.0 

0 

1950 

8.4 

8.5 

0 

1955 

3S.0 

36.3 

0 

19S5 

25.9 

26.0 

0 

1960 

37.3 

39.1 

0 

1960 

39.4 

39.9 

0 

1965 

374 

40 5 

0.6 

1965 

44.3 

46.4 

0 

1970 

35.2 

*2.2 

15 

1970 

41.3 

49.1 

0 

1975 

336 

43.7 

2.8 

1975 

41 0 

478 

0.6 

1900 

32.7 

478 

5.6 

1980 

36.0 

45.7 

2.0 

1985 

283 

43.9 

8.6 

1985 

, 26 7 

39.5 

3.3 

1987 

23.3 

43.9 

— 

1987 

24 1 

39.5 



142 



143 


http://legacy.library.ucsf.edu/tid/njq07a00/pdBource: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 





National Cancer Institute 


Figure 32. Change* in current smokers, ever- sm okers, and lung 

cancer death*, for white U.S. female* bom 1941 to 1959 


-—-—- 51604 5941 

Chapter 4 

Approaches Directed to the Individual 


X Data 

Currant 

Ever 

Lung Deati 

1900 

0 

0 

0 

1905 

0 

0 

0 

1910 

0 

0 

0 

1915 

0 

0 

0 

1920 

0 

0 

0 

1925 

0 

0 

0 

1330 

0 

0 

0 

1935 

0 

0 

0 

1940 

0 

0 

0 

1945 

0 

0 

0 

1950 

0 

0 

0 

1965 

0.6 

0.6 

0 

I960 

10.3 

10.5 

0 

1965 

31.2 

33.3 

0 

1970 

35.9 

46.9 

0 

1975 

39.5 

49.0 

0 

I960 

33.7 

49.7 

0 

1965 

1987 

31.8 

29.1 

49.4 

49.5 

0.6 


Figure 33. Change* in current smoker*, ever-smokers, and lung 

cancer death*, for black U.S. female* bom 1941 to 1950 


CONTENTS Introduction. 147 

Public Information Campaigns... 147 

Early Presentation of Smoking's Hazards.148 

Counteradvertising In the 1960's. 149 

Persuasion Approaches of the 1970's and 1980's.149 

Evolution of School-Based Interventions.152 

Traditional Approaches.j .4 . 152 

Development and Application of Psychosocial 

Approaches... 153 

Clinical Approach to Smoking Control. 170 

Historical Trends. 170 

Effectiveness of Different Methods... 1 72 

Importance of Clinical Interventions... 177 

Self-Help Approaches. 179 

Effectiveness of Self-Help Efforts.-. 1 80 

Acceptability of Self-Quitting. 180 

Importance of Self-Quitting. 181 

Conclusions. 182 

References.. 


X Data 

Current 

Ever 

lung Death 

1900 

0 

0 

0 

1905 

0 

0 

0 

1910 

0 

0 

0 

1915 

0 

0 

0 

1920 

0 

0 

0 

1925 

0 

0 

0 

1930 

0 

0 

0 

1935 

0 

0 

0 

1940 

0 

0 

0 

1945 

0 

0 

0 

1960 

0.1 

0.1 

0 

1955 

0.5 

0.5 

0 

1960 

9.3 

9.3 

0 

1965 

26.6 

269 

0 

1970 

37.9 

41 8 

0 

1975 

41.3 

44 4 

0 

1980 

36 9 

46.0 

0 

1985 

1967 

37 8 

35.7 

49.1 

49 4 

0.6 


144 



145 


http://legacy.library.ucsf.edu/tid/njq07a00/pdBource: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 





















51604 5942 


Chapter 4 

Approaches Directed to the Individual 


INTRODUCTION The goal of any smoking control strategy Is to Influence 

individuals to choose nonsmoking status. Early efforts at¬ 
tempted to promote changes within the Individual that would 
allow people to alter their behavior regardless of the social and 
environmental influences promoting smoking. More recently, 
public health professionals have recognized the heed to change 
the smoking environment to provide persistent rhfessages to 
quit and to encourage those who have quit not to relapse. 
Regardless of the smoking control strategy adopted, however, 
change must begin with the Individual's choices. As a result, a 
major effort of any comprehensive smoking control strategy 
should be focused directly on the individual. 

Three major approaches to the individual can be identi¬ 
fied: (1) The first consists of public information campaigns 
that inform the smoker of the disease risks associated with 
smoking and continually present this information as a motiva¬ 
tion for smoking cessation. (2) The second Is the delivery of 
school-based health education curricula designed to prevent 
initiation of tobacco use by adolescents. (3) The third is the 
development of programs and clinics that smokers can use 
individually or in groups to improve the likelihood of long¬ 
term success with cessation attempts. Each of these approaches 
has important effects on the social environment and contrib¬ 
utes synergistically to other components of a comprehensive 
smoking control effort; however, their major focus is on the 
individual. 

PUBLIC The changi ng role of the media in portraying cigarettes 

INFORMATION reflects the evolution of mass communication. The severe 

CAMPAIGNS deleterious impact of smoking on health makes cigarette 

advertising a special concern. The past and present influence 
of tobacco companies, expressed through billions of advertising 
dollars, has both promoted tobacco use and effectively cen¬ 
sored information on the adverse health consequences of 
tobacco use in most print media (Wallack, 1989; Warner. 1981 
and 1985). This section reviews the historical role of the mass 
media and describes how cigarettes have been portrayed to the 
public by both protobacco and antitobacco groups. Modem 
antismoking media campaigns also are analyzed and discussed. 

Hand-rolled, paper-wrapped cigarettes were first heavily 
marketed at the beginning of the 20th century, partly in 
response to public health campaigns against chewing tobacco. 
Such campaigns alleged that the practice of spitting tobacco 
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juice and wads onto streets and into cuspidors was a major 
contributor to the spread of tuberculosis and other communi¬ 
cable diseases. During this time, a new strain of tobacco that 
was much milder than cigar tobacco appeared on the market. 
For economic reasons and to expand their markets, the tobacco 
companies promoted a new milder cigarette as an alternative to 
chewing tobacco and as a product that offered a lower dose of 
nicotine. The development of cigarette rolling machines made 
the mass production of cigarettes more efficient and the 
products more available (Consumers Union, 1972). 

Anticigarette campaigns were sponsored by educators, re¬ 
formers, business leaders, and respected public figures in 
reaction to the marketing of the new milder, paper-wrapped 
cigarettes, tn particular, the campaigns were designed to 
prevent smoking bv women and children (Diehl, 1969; Troyer 
and Maikle. 1983). 

Although some groups opposed smoking for health rea¬ 
sons, others attacked smoking as a moral issue. They claimed 
that cigarette smoking affected the brain and therefore contrib¬ 
uted to degeneracy. Ultimately, the campaigns resulted in 
legislation that prohibited or limited cigarette smoking in most 
states by the early 1920's. The impact of the laws on behavior 
was negligible, however. By 1927, the few states that sdll had 
smoking prohibition laws simply restricted sales to minors. 

Early Presentation Medical evidence that linked the increasing number of 

Of Smoking's lung cancer deaths to smoking began to emerge in the United 

Hazards States in the late 1930's. Several researchers investigated the 

relationship between the tobacco industry's expenditures on 
mass media and the media's coverage of the risks of smoking. 
Even though the evidence linking smoking to lung cancer was 
newsworthy and was presented at press conferences, most 
newspapers and magazines censored the information, possibly 
because they feared the loss of advertising revenue (Bagdikian, 
t983;Cirino, 1972; Consumers Union, 1972). Two major New 
York daily newspapers that carried limited information about 
the evidence restricted their stories to a few paragraphs placed 
inconspicuously in the middle or back of the paper (Bagdikian, 
1983). 

The revenue provided by tobacco advertisers has contin¬ 
ued to suppress the presentation of the strong empirical rela¬ 
tionship between smoking and health problems (Warner, 

1985). Cirino (1972) reported that, from 1938 to 1955, only 
limited coverage was given to scientific evidence of the sus¬ 
pected link between smoking and lung cancer. At that time, 
the tobacco industry was a leading advertiser in newspapers 
and magazines in the United States. The tobacco companies 


routinely screened magazines and newspapers prior to publica¬ 
tion to find articles dealing with the relationship between 
smoking and health, and they withheld advertising from Issues 
that contained Information on the negative health effects of 
smoking (Warner, 1985). 

C otwrte r- The publication of the Surgeon General's Report In 1964 

advertising was accompanied by substantial media exposure. The impact 

In the 1960’s of the mass media coverage was a 15 to 20 percent fail in 

cigarette sales across the United States within a few weeks of 
the report's release (Consumers Union, 1972); however, that 
impact was short-lived. 

Cigarette consumption returned almost to pre-1964 levels 
within 1 year after the release of the Surgeon General’s Report. 
Public health agencies launched several television-based anti¬ 
smoking campaigns between 1964 and 1970. The Consumers 
Union (1972) reported that mass media campaigns launched 
subsequent to the 1964 Surgeon General's Report had the 
following objectives; (l) to increase awareness of the negative 
health effects of smoking, (2) to promote abst in e nce among 
teenagers, and (3) to motivate current smokers to quit. 

Several conclusions have been drawn from reviews of the 

early mass media campaigns against cigarettes and the influ¬ 
ence of cigarette advertising (Consumers Union, 1972; Flay, 
1987; Warner. 1981). The consensus was that nu« media 

campaigns enhanced awareness of the detrimental effects of 
smoking on health. Such campaigns were found to motivate 
nonsmokers to abstain from smoking, at least temporarily. 
However, the antismoking educational campaigns seemed to 
have little sustained effect on changing the behavior of habit¬ 
ual smokers. Cigarette advertising was suggested to have a 
substantial influence on a young person's decision to start 
smoking. 

Persuasion Cigarette advertising associates smoking with enjoyment 

Approaches of of life. Specifically, the advertising connects smoking with 

The 1970's and popular music, enhanced sexuality, popularity, and general 

1980's happiness—overall, a very appealing message to adolescents. 

Furthermore, low-tar, low-nicotine cigarettes have been pro¬ 
moted by tobacco companies as less harmful alternatives to 
brands that have higher tar and nicotine concentrations. 

These advertising campaigns were found to be effective in mo¬ 
tivating individuals who are concerned about their health to 
switch brands rather than to quit smoking. .Almost 15 to 
20 years later, the earlier conclusions presented by the Con¬ 
sumers Union have been replicated bv additional research on 
the mass media, the tobacco industry, and advertising (Flay, 
1987, Wallack. 1989; Warner, 1985; Warner et a]., 1986). 
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To counter the financially and politically powerful tobacco 
industry, professionals in public health, communications, and 
education and political lobbying groups have conducted 
numerous mass media campaigns and interventions during the 
past 30 years. More sophisticated appeals, designed to promote 
abstinence or facilitate cessation, evolved from initial educa¬ 
tional campaigns of the fate 1960's and early 1970's. However, 
cigarette advertising and promotion expenditures also in¬ 
creased, from approximately $491 million in 1975 to more 
than $3 billion in 1988 in the United States (Centers for 
Disease Control, 1990). 

The results of the U.S. public health campaigns conducted 
from 1967 to 1970 suggested sustained counteradvertising did 
affect the smoking-related beliefs and behaviors of many ciga¬ 
rette smokers (Warner, 1981). The results also suggested a 
dose-response relationship: As counteradvertising was in¬ 
creased and maintained, smoking prevalence decreased (Flay, 
1987). 

Flay (1987) reviewed 40 mass media programs and cam¬ 
paigns conducted in the past 30 years, evaluating their relative 
effectiveness in changing smoking prevalence rates and In 
sustaining quit rates. Comparing the programs and campaigns, 
however, was problematic. Most evaluations utilized posttest- 
only or single-group designs without randomization, and 
quasi-expenmenta) designs made it difficult to attribute 
changes in smoking status to the program or campaign. How¬ 
ever, several criteria were noted to maximize the effects of 
media campaigns against cigarettes (Flay, 1987), including the 
presentation of several different messages over a short time, 
widespread dissemination of information among the target au¬ 
dience. frequent airing of the messages, and tong-term implem¬ 
entation of the advertising campaign. 

Flay concluded that viewing a cessation program message 
on television was as effective for viewers as the American Lung 
.Association self-help manuals were for requestors. The televi¬ 
sion programs, in combination with the manuals, were found 
to be more effective than the Amencan Lung Association 
' manuals alone. Moreover, the media viewing plus social 
support condition was found to be the most effective mass 
media condition in that study. 

Using their integration of prevailing theory, Flay and 
Burton (1988) proposed the following six necessary and interre¬ 
lated conditions for an effective campaign: (1) The campaign 
should include high-quality messages, information sources, 
and media channels. (2) The message must be disseminated to 
the target audience and presented frequently with some 
variety, over a long duration and at optimal viewing times. 


(3) The campaign must retain the audience's attention by 
ensuring the quality of the message, providing appropriate and 
supportive media channels, and ensuring that die message 
corresponds to audience characteristics. (4) interpersonal 
communication among members of the target audience should 
be encouraged. Groups with opposing viewpoints should be 
encouraged to exchange dialogue that might influence social 
norms. (S) The campaign should facilitate changes In Individu¬ 
als in the target audience. For example, dialogue b e tween 
smokers and nonsmokers could enhance smokers' awareness of 
their behavior's undesirable effects on others. (6) The cam¬ 
paign should influence social norms against smoking. Social 
norms might also be influenced by dialogue b etween legislators 
and their constituents; voter support of an increase in the 
excise tax on cigarettes might be one example. 

A strategy often neglected in mass media campaigns has 
been to provide smokers with the requisite skills to quit smok¬ 
ing and to provide nonsmokers with the skills needed to 
remain abstinent (McAlister et at., 1989). Campaigns that have 
attempted to address these issues have done so primarily 
through applications of Bandura's social learning theory (i.e., 
the concepts of modeling, self-efficacy, and sodal support; 
Bandura- 1977). Television has bee n a popular medium for 
demonstration programs in which celebrities or trained Indi¬ 
viduals serving as role models provide specific instructions and 
demonstrate skills that the audience is encouraged to emulate 
(Hay, 1987; McAlister et al„ 1989). 

Three examples of such demonstration programs were dis¬ 
cussed by McAlister and associates (1989). Each demonstration 
was a large-scale project, one of which was implemented on a 
national level throughout Finland. The remaining programs 
were community programs—one in the county of North Kare¬ 
lia. Finland, and the other in Houston. Texas. The results of the 
Finnish national program were reported in detail by Puska and 
colleagues (1979). In brief, the national project was a televi¬ 
sion-based program that featured a role model who was trained 
to facilitate successful coping strategies and who then guided a 
group of smokers through the stages of smoking cessation. The 
authors reported that, of the 30,000 to 40,000 smokers who 
participated in the televised series, approximately 10,000 
former smokers credited the first year of their nonsmoking 
status to the program. 

The community projects carried the mass media approach 
to smoking cessation a step further. In North Karelia, a com¬ 
prehensive program for cardiovascular risk reduction included a 
smoking cessationcomponent. In addition to a televised 
cessation series, the program included recruitment and training 
of 80S volunteers to provide social reinforcement to individuals 
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trying to quit smoking. The volunteers were also given self- 
help manuals to distribute to those individuals, and they re¬ 
ported success in helping approximately 500 smokers to quit 
(McAlister et ai., 1989). 

The Houston project ran concurrently with the American 
Cancer Society's Great American Smokeout. The media outlets 
used included the most widely viewed television station in 
Houston and one of the two city newspapers. Trained role 
models, who volunteered to attempt to quit smoking, were 
presented in specific programs, news announcements, and 
public service announcements. The role models were video¬ 
taped not only during group counseling sessions but also as 
they went about their daily activities. As part of the project's 
comprehensive approach, newspaper announcements featured 
motivational statements and specific instructions for cessation, 
and printed materials were distributed by local pharmacies and 
grocery stores (McAlister et al„ 1989). Brief training and 
printed materials were also provided to community public 
schools and large businesses. The results indicated that 20,000 
to 40,000 individuals quit smoking as a result of this campaign. 

There have been a number of excellent reviews of school- 
based programs to prevent smoking published In the last dozen 
years (Bell and Battjes. 1985; Best et al.. 1988; Botvin, 1986; 
Cleary et at., 1988; Flay, 1985; Flay et al., 1983; Glynn and 
Haenlefn, 1988; Glynn et al., 1983; Goodstadt, 1978: Leventhal 
and Cleary, 1980; Schaps et al„ 1981; Snow et al., 1985; Suss- 
man, 1989; Thompson, 1978; Tobler, 1986; US DHEW, 1979; 

US DHH5, 1989). These reviews provide careful methodologi¬ 
cal critiques of published studies that must precede any at¬ 
tempt to draw general conclusions from such varied and 
extensive literature. Although they differ in their enthusiasm 
for the interventions tested to date, the reviewers agree that the 
so-called traditional approaches to smoking prevention are 
largely ineffective and that approaches based on the social- 
psychological models are at least modestly effective across a 
variety of settings, times, and populations. 

The interventions reviewed here are presented in historical 
sequence and grouped bv common concepts, and their similari¬ 
ties and differences are noted. Several of the intervention 
methods discussed here are now under study in projects too 
recent to have been included in previous reviews or to have 
published results. 

The information model presumes that teaching adoles¬ 
cents that smoking is harmful will modify their attitudes and 
beliefs, which in turn will alter their smoking behavior. Infor¬ 
mation programs use various methods, including films, lec¬ 
tures. discussions, posters, pamphlets, newspaper articles, and 


Affective Model 


Development and 
Application of 
Psychosocial 
Approaches 


guest speakers, to provide factual information on what tobacco 
products consist of, how they are used, and what effect they 
have on health, especially long-term health outcomes (Good¬ 
stadt, 1978; Schaps etal.. 1981; Thompson. 1978; US DHEW, 
1979). 

Although there is substantial evidence linking beliefs and 
attitudes with behavior (Fishbefn, 1967; Flshbein and Ajzen, 
1975; Hovtand et aL, 1953; McGuire, 1964 and 1969), the 
information model presumes that knowledge is the major de¬ 
terminant of behavior and thereby ignores the many complex 
social and personal factors that play an important role in the 
development of smoking among adolescents. The two major 
reviews of the smoking pre v e nti on literature bas^d on the in¬ 
formation model concluded that it was largely i n effect iv e 
(Goodstadt, 1978; Thompson, 1978). In spite of .these findings, 
the information model continues to predo m inate in school- 
based programs for smoking pre v e nti on outside the research 
milieu (Murray et ai, 1988). 

The affective model assumes that tobacco use Is influenced 
largely by attitudes. Programs based on the affective model 
attempt to enhance self-esteem and self-image, to teach stress 
management and stress reduction, to clarify the student's 
values and show that tobacco use is inconsistent with those 
values, to improve decisionmaking, and to encourage greater 
achievement through goal-setting. Such programs often do not 
include specific information about tobacco or drug use (Durell 
and Bukoski, 1984; Goodstadt. 1978). The affective model 
evolved as educators and researchers recognized that the 
information model was inadequate and that youth who be¬ 
came involved with smoking or drugs often had a negative self- 
image, were poor achievers, had trouble making healthy 
decisions, and were under multiple stressors from their social 
environments. 

Although attitude change can be an important component 
of behavior change, there is substantial evidence that the 
Individual must also possess the skills to cany out the desired 
behaviors and believe that he or she can successfully execute 
those^ behaviors and that the behaviors will have the desired 
effect (Bandura. 1977; Maiman and Becker. 19741. There is 
little evidence that programs based only on the affective model 
have any beneficial effect on behavior with respect to tobacco 
or drug use (Hansen et ai.. 1988; Schaps et al., 1981; Tobler, 
1986) 

Three major social-psychological approaches have evolved 
as alternatives to the traditional approaches described above. 
These psychosocial models are the social influences model, the 
cognitive behavioral model, and the life skills model 
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The social influences model recognizes smoking In adoles¬ 
cence as primarily a social behavior. This model indudes the 
following four components: (1) information on the negative 
social effects and short-term physiological consequences of 
tobacco use: (2) information on the social influences that 
encourage smoking among adolescents, particularly peer, 
parent, and mass media influences: (3) correction of inflated 
normative expectations of the prevalence of adolescent smok¬ 
ing; and (4) training, modeling, rehearsing, and reinforcing of 
methods to resist those influences and to communicate that 
resistance to others, particularly peers (Evans, 1976,1983, and 
1984; Evans et al„ 1978, 1981, and 1984; Evans and Raines, 
1982). 

The initial effort also employed older peer leaders as 
facilitators and included a public commitment by the adoles¬ 
cent to not become a regular smoker (McAlister et al., 1979 and 
1980; Perry et al., 1980a; Telch et al., 1982) or employed same- 
age peer leaders to increase the utility and visibility of leaders 
outside the formal classroom sessions (Hurd et al., 1980; 
Luepker et al.. 1983). Jason (1979) experimented with model¬ 
ing and rehearsing of pressure resistance skills but did not 
include the other elements of the social Influences model and 
involved a Single focus group of ninth graders. Evans (1976, 
1982, 1984. and 1990) describes the social Influences model as 
social inoculation. This model involves increasing children and 
adolescents' resistance to social influences that promote smok¬ 
ing by ''inoculating" youth with knowledge and social skills for 
resisting such pressures. Furthermore, social inoculation 
includes training to understand and cope with not only overt 
social influences to smoke but also more subtle Influences, 
such as smoking models in cigarette advertisements or individ¬ 
ual perceptions of peer group smoking norms. 

The cognitive behavioral modeI assumes that smoking is the 
result of both social and psychological factors, and therefore 
tobacco use is Learned as an approach to meeting social needs 
(e.g., stress reduction, conversarion supplement, transition 
marking). The cognitive behavioral model differs from the 
social influences model by including several intervention 
components that address beiief-attitude-behavtor structures 
that may increase adolescents' risk for tobacco use. and by 
using other than tobacco-related examples and settings as part 
of its generic social skills training. The earliest examples drew 
heavily on problem behavior theory ijessor and Jessor, 1977) 
and cognitive behavior therapy (Kendall and Holton. 1979). 

The cognitive behavioral approach adopts the basic social 
influences model and adds role-playing, rehearsal, and rein¬ 
forcement of pressure resistance skills. It includes problem¬ 
solving, decision-making, and self-control methods (Kendall 


and Hollon, 1979) to reach adolescents how to recognize risks 
and manage initial impulses until they are able to evaluate 
options and select appropriate responses. It also includes self- 
reward methods (Bandura, 1977) to improve self-efficacy and 
to reach students to reward themselves for correct decisions. 
Early studies, like those based on the social influences model, 
showed positive results (Gilchrist et al.. 1979; Schinke and 
Blythe. 1981; Schinke and Gilchrist, 1983) but were subject to a 
number of methodological limitations (for a dlsm sunn, see 
Flay, 1985). 

The life skills model Incorporates the four ele m e nts of the 
social influences model; the decision-making, problem-solving, 
self-control, and self-reward strategies from the cognitive 
behavioral model; and methods to develop greater autonomy, 
self-esteem, and self-confidence from the affective model. Even 
more than the cognitive behavioral model, the life skills model 
provides training to help adolescents cope with social chal¬ 
lenges, including those that Involve tobacco. 

The life skills training program used a social-psychological 
approach and had promising results. A 10-session life sum 
training program reduced the incidence of new smoking by 
75 percent in one study Involving 8th. 9tb, and 10th graders 
(Botvin et al., 1980). Botvin and Eng (1982), in a 12- session 
life skills training program involving only seventh graders, 
showed students smoking less at 1 -year followup, reducing new 
smoking by a significant S8 percent. The 12-session life skills¬ 
training program is described in Table 1. 

Table 2 presents a comparison of some psychosocial 
school-based interventions. Included are the intervention 
grades, frequency and number of sessions, the intervention 
administrator, and size of the study population. 

The following sections summarize subsequent work on the 
three psychosocial models, especially refinements and applica¬ 
tions along the following four dimensions; (1) program vari¬ 
ations. involving the type of instructor, the tuning and spacing 
of the sessions, the targeted age group, and use of media 
supplements; (2) the addition of complementary delivery 
channels such as mass media, community organizations, and 
parent involvement: (3) the addition of complementary target 
outcomes such as substance use, nutrition, physical activity, 
and other health behaviors: and (4) long-term followup studies. 
For each model, the concluding paragraphs describe current 
and planned activities. It is notable that, in the course of con¬ 
tinued development, there has been a gradual merging of the 
components of tlyee psychosocial models. 
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Table 1 

A 12-session life sfcdb training program 

Session 

Topics 

Orientation 

General introduction, saliva coffection, pretest questionnaires 

Smoking: myths and loafftiss 

Common attitudes and beliefs about smoking, prevalence of 
smoking, reasons for and against smoking, procoas of becoming 
•ddfcuxl, docreastng social acooptmca of smoking 

Smoking and btofsedbacfc 

Effects of smoking on carbon monoxide levels and heart rate 

Seff-knage and self -improvement 

Seff-image and how it is formed, self-image and behavior, 
importance of positive self-image, improving seif-image 

Decision-making and independent 

General decision-making strategies, sources of influence affecting 

thinking 

decisions, resisting persuasive tactics, importance of independent 
thkSdng 

Advertising techniques 

Use and function of advertising, ad techniques, identifying ad 
techniques in cigarette ads and how they affect consumers' 
behavior, alternate ways to respond to these ads 

Coping wilti anxiety 

Situations causing anxiety, demonstration and practtca of tech¬ 
niques for coping with anxiety 

Communications staffs 

Verbal and nonverbal communication, learning to communicate 
effectively, techniques for avoiding misunderstanding 

Social staffs A 

Overcoming shyness, initiating social contacts, giving and 
receiving compliments, basic conversational skiffs 

Social skMsB 

Assertiveness 

Boy-girl relationships, nature of attraction, conversing with the 
opposite sex. asking someone for a dale 

Situations caking for assertiveness, reasons for not being asser¬ 
tive. verbal and nonverbal assertive skiffs, resisting peer pressure 
to smoke 

Conclusion 

Review, conclusions, saliva collection, posttest questionnaires 


Adapted from Botvin ants Eng (1982). Sessions were 1 hour in length, and there was one session per 
week lor 42 weeks. 


Social Influences Model Program variations. Variations in the programs consist of 
changes in delivery of the instructional material, age of the stu¬ 
dents, use of media supplements, involvement of parents, and 
rewards for low smoking rates. Positive effects have been 
reported when the social influences model was delivered by 
project staff irather than classroom teachers) (Coe et al., 1982; 
Dielman et al., 1985; Jason et aj„ 1982; Shaffer et al„ 1983; 
Spitzzeri and Jason. 19791 Coe and colleagues (1982) used 
freshman medical students, who learned the intervention 
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Table 2 

A comparison of some psychosocial school-based interventions 


intervention Numberof Frequency oi 
Grades S essi o ns Se ss io ns 


Study 
Sessions FopuWton 


Social Mktenee* Model 


Coe etaL. 1982 

7 or B 

8 

WPskly or 
twice weekly 

Program staff 

MO 

38-40 

Jason el al . 1982 

9 

7 

Weekly 

Program stiff 

NO 

149 

Spfttzari and 

Jason. 1979 

9 

10 

weaMy 

Program staff 

NO 

i 

61 

Evans, 1978 

7 

4 

Consecutive days 

Pm 

No 

750 

Pantz at aL, 1989b 

6-7 

10 


Roars, parents* 
andtsschsra 

Yea 

1.122 

Effckson and Baff, 
1990 

7-8 

8 

Weekly 

rtsssn educators, 
peers, and teachers^ 

Yas 

3.852 

Bast at at.. 1984 

8 

8 

Weakly 

progam staff 

Yas 

854 

Flay et 1983 

6 

6 

Weakly 

Program staff 

Yes 

653 

Flay et af.. 1987 

7 

5 Consecutive days Teacher 

Cognitive Behavioral Model 

No 

4.891 

Gachristetai., 

1986 

5-8 

a 


Peers and program 
staff 

No 

741 

Schinfceetal.. 

1985a 

6 

10 

Weekly 

Program staff 

No 

689 

Schmke and 
Gfchrist. 1984 

6 

a 

Semiweekly 

Program staff 

NO 

234 

GffchristetaL. 

1989 

6 

to 

Lite Skins Uodet 

Health educators 

No 

882 

Teffetal.. 1984 

5-7 

10 

Over 2 years 

Peers and 
program staff 

NO 

298 

Botvin et 1983 

7 

15 

Weekly or daky 

Teachers 

Yes 

902 

Bushetal.. 1989 

4-6 

4 

Over school year 

Teachare 

No 

1.234 

Botvin etal.. 1980 

8-10 

'lO 

Weekly 

Program staff 

No 

281 

Waller el al.. 1989 

4-9 

Throughout 
school year 

Weekly 

Teachers 

Yes 

1.105 

Botvin eta).. 1984 

7 

20 

Weekly 

Oder peers 
and teachers 

No 

1,311 

Botvin and Eng. 
1982 

7 

12 

Weekly 

Older peers 

No 

426 
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techniques in eight 1-hour sessions during regular school hours 
with the teacher present. The intervention strategies of Jason 
et al. (1982) were delivered by graduate psychology students in 
six weekly sessions lasting about 30 minutes each. Spitzzeri 
and Jason (1979) used clinical psychology graduate students, 
divided treatment classes into groups of 10. and engaged in 
role-playing scenes that lasted 3 to 10 minutes and were 
followed by 15 to 20 minutes of discussion. 

A number of studies have used teachers to deliver the 
intervention program. Biglan et al. (1987a and' 1987b) had 
science or health teachers present instruction sessions that ran 
for 3 or 4 consecutive days and were followed by a booster 
session. 2 weeks later, which emphasized refusal skills. 
Colquhoun and Cullen (1981) used a program of six 75-minute 
sessions conducted by teachers, with participation hom local 
general practitioners. Colquhoun and Cullen reported smok¬ 
ing declines for 12-year-old boys from 11 percent to 4 percent 
1 year later and. in 13- to 14-year-olds, declines from 20 per¬ 
cent to 14 percent in boys and 31 percent to 26 percent in girls. 

Flay and coworkers (1987) delivered a S-day classroom cur¬ 
riculum that was taught the same week that a local television 
station aired five 5-minute smoking prevention segments. 

There were an additional five S-minute television segments on 
smoking cessation the following week. Penrz and colleagues 
(1989a and 1989b) had teachers deliver the intervention 
program in health, science, or social studies classes and rein¬ 
forced classroom instruction with 10 homework sessions 
involving interviews and role-playing with parents and fami¬ 
lies. 

A number of studies have combined staff or teacher 
delivery of program material with the assistance of a student 
peer. Arkin and colleagues (1981) involved all seventh grade 
classes of eight junior high schools (3.206 students at the 
program's start) Each seventh grade class nominated class¬ 
mates who they believed would be effective leaders. The peer 
leaders directed discussions, provided feedback, and helped stu¬ 
dents to develop counterarguments. Ellickson and Bell (1990) 
used health educators to deliver the program to seventh graders 
in 10 schools, and teen leaders assisted adult teachers in 10 
other schools. Perry and coworkers (1989), in a study of 
strategies to promote cardiovascular health, used same-age peer 
leaders in a smoking cessation program aimed at seventh 
graders. Murray and colleagues (1984. 1987, 1988, and 1989) 
employed a combination of teacher-led and peer-led interven¬ 
tion sessions and then tracked the participants for 6 years. 

They reported a significant reduction of smoking onset at 
1 year, but the effect diminished with the passage of lime. 


Positive effects were reported also when the prevention 
program was delivered to elementary school students (Best et 
al.. 1984; Dielman et al.. 1985; Flay et aL, 1983 and 1985). Best 
and colleagues (1984) included sixth graders from 22 schools in 
a social influences smoking prevention program. At the end of 
the eighth grade, 47 percent of never-smokeis in the control 
group still had not tried smoking, and 60 percent of the treat¬ 
ment group never-smokers still had not smoked. 

Johnson et at. (1986) delivered a social approach curricu¬ 
lum and a health approach curriculum aimed at Los Angeles 
area high school students. They concluded that social influ¬ 
ence resistance training helps to reduce transitions in higher 
use by smoking experimenters. Health education was most 
valuable in preventing initial experimentation among those 
who were nonsmoktxs prim to the study. 

Perry and coworkers (1980b), in the area of Stanford, Cali¬ 
fornia, examined a smoking prevention and cessation program 
delivered in regular 10th grade health education classes- On 
consecutive days during the fall semester, students received 
lour 45 -minute classes that covered handling social pressures to 
smoke, identifying and discussing the targets of cigarette adver¬ 
tisements, and brainstorming about how to help others remain 
nonsmokers or quit smoking. The students also measured their 
blood pressure, pulse rate, lung capacity, skin temperature, and 
carbon monoxide levels in breath. At the end of the semester, 
students in the program were more knowledgeable about the 
immediate physiological effects of smoking and about the best 
methods to quit and prevent others from smoking. 

In a similar study, Perry and colleagues (1983) had 
20 classes of 10th graders participate in a comparison of three 
treatment programs: the first was the social consequences of 
smoking; the second was the immediate and long-term physio¬ 
logical effects of smoking; and the third was the long-term 
health effects of smoking. The investigators cautioned that no 
single program appeared to be more effective than the other 
two, although the combined effect of ail three programs was a 
23 percent reduction of regular weekly smoking at 2-month 
followup. 

fior all researchers have been able to replicate earlier 
reports (Best et al., 1988). Clarke and associates (1986) con¬ 
cluded that interventions led by program staff, which were 
"relatively light, short-term interventions," had little effect in 
an environment filled with powerful prosmoking messages by 
media, older peers, and adult role models. 

Failure to achieve significant results in programs led bv 
teachers have been reported by Uovd et al. (1983), Clarke et al. 
(1986). and Burke et al. (1987). Lloyd and coworkers < 1983) 
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surveyed teachers about their own smoking habits, attitudes 
toward smoking, and prior use of smoking prevention material. 
Teachers who rated lowest on this implementation scale had 
students whose test results for knowledge and behavior 
changes were similar to those for control students. Fisher et al. 
(1985), Clarke et al. (1986), and Burke et al. (1987) reported in¬ 
conclusive results with programs that used a combination of 
teachers or program staff and peer leaders. 

Several investigators have used mass media to supplement 
the mote typical delivery approaches. Arkin etaL (1981) 
followed students who had received a social pressures curricu¬ 
lum and were nonsmokers at baseline. At followup, the per¬ 
centages of students who were still nonsmokers for the adult- 
led sessions with media, peer-led with media, and peer-led 
without media were 82.1 percent, 81.0 percent, and 88.6 per¬ 
cent, respectively (students who received a standard curriculum 
were 69 percent nonsmokers). The addition of mass media did 
not provide a significant benefit in this study. 

Murray et al. (1984. 1987, and 1988) repotted similar 
results, in that adding videotape supplements to the social 
influences curriculum provided no additional benefits. 

Johnson et al. (1986) used a social influences curriculum to test 
the effect of recognizable compared with unfamiliar media 
models and reported no effects of the media models for any 
onset category or for quitting. 

Complementary delivery channels. Biglan and associates 
(1987a) included a set of four messages mailed to the parents of 
seventh grade students. The object of the messages was to help 
reinforce refusal skills, health effects, and commitment to non¬ 
smoking. The messages also tried to encourage parents to 
discuss their views of smoking with their children and to set 
family rules about smoking. The first message was mailed at 
the end of the school intervention, and subsequent messages at 
2, 4, and 6 weeks thereafter. The investigators concluded that 
messages to and through parents did not affect the outcome. 

Positive effects have been reported, though, by some pro¬ 
grams that included parent activities and mass media program¬ 
ming as complements to the school-based intervention (Flay et 
al., 1987; Pentz et al., 1989a and 1989b(. Pentz and colleagues 
(1989a) included, as part of their intervention program, home¬ 
work sessions that included interviewing parents and family 
members about familv rules on drugs, techniques to avoid drug 
use. and how families can counteract media and peer influ¬ 
ences. 

In a related studs', Pentz and associates (1989b) included a 
parent program that consisted ot three to six organizational 
meetings per year, support activities for the school, and an 
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educational seminar for all parents, in addition, there was a 
1-day workshop each year for school principals, parent group 
representatives, and student leaders. The training emphasized 
changing school policy toward prevention education, smoking 
in and around schools, and providing su pport skills for parent- 
child communication and prevention. Thirty-two parents were 
involved In delivering the parent components of this Interven¬ 
tion program. 

Com pl e me ntary target outcomes. Reductions In tobacco use 
have been reported by social influences model programs aimed 
at general substance use (Elllcfcson and Bell. 1990; Hansen et 
al., 1988; Pentz et aL, 1989a and 1989b). These studies aimed 
to reduce adolescents' use of drugs—tobacco, alcohol, and 
marijuana. In a study hat focused on cardiovascular risk fac¬ 
tors, Perry and colleagues (1989) reported that, after the fifth 
year of a school-based health education program, 13.1 percent 
of the educated group were current smokers, in contrast to 
22.7 percent of controls. 

In a study by Hansen and coworicers (1988), seventh grade 
students were provided with social pressure resistance training 
and were tested prior to training and at 12 and 24 months after 
training. The Initiation of smoking was lower in trained 
students than among controls: 13.0 and 11.8 percent versus 
18-2 and 17.8 percent at 12- and 24-month followup testing. 
The most significant effect was inhibition of the move to 
heavier smoking. At the level of five or more cigarettes in the 
preceding 30 days, the reduction was about two-thirds at 
12 months <1.7 versus S.3 percent for controls) and three- 
fourths at 24 months (1.4 versus 6.0 percent for controls). 

Ellickson and Bell (1990) reported a reduction in the levels 
of cigarette use that signal heavier smoking. After eighth grade 
booster lessons, weekly smoking declined in one group by 
almost 50 percent. Ellickson and Bell suggest that booster 
lessons are important fot maintaining and reinforcing earlier 
intervention efforts. However, they also suggest that early 
cigarette smokers "need a more aggressive program than that 
offered by the social influences model alone." 

tLong-temt followup. The only long-term followup studies 
based on the social influences model reported no program 
effects enduring beyond high school (e.g., Munay et al., 1989), 
even if booster sessions were included (Flay et al., 1989). 
Observed effects were maintained, however, up to 4 years after 
the conclusion of a program with seventh graders (Murray et 
al.. 1988). 

Current activities. Researchers at the Oregon Research 
Institute are involved in a large-scale study of a variation on 
the social influences model that includes a much stronger 
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behavior-analytic focus than previous efforts- It differs from 
many previous efforts in that (1) it is a multiple grade-level 
intervention; (2) it relies heavily on videotaped material to 
present information and prompt discussion and training in 
pressure resistance skills; and (3) it addresses a wider range of 
risk-taking activities, including alcohol and marijuana use and 
behaviors such as shoplifting (Biglan et al., 1988). Results at 
1 year were encouraging, at least among baseline ever-smokers 
{Ary et al., 1990). 

At the Fred Hutchinson Cancer Research Center in Seattle, 
researchers are involved in a large-scale study of a social influ¬ 
ences model variation. It is delivered annually in grades 3 
through 10, is delivered by teachers, and includes a parent 
component; however, it remains focused solely on tobacco use 
(A. Peterson, telephone cons ersation). 

Researchers at the New England Research institute are 
testing another variation in a Hispanic population. Their 
intervention focuses on family and advertising issues and 
indudes a video and discussion component designed to in¬ 
volve family members and neighbors in the school-based pre¬ 
vention program (S. McGraw, telephone conversation). 

In Minnesota, researchers are testing the effectiveness of 
statewide legislation designed to encourage schools to adopt 
sodal-influences-based programs to prevent tobacco use. The 
state legislature is providing financial support to schools that 
adopt such programs, and the research will compare tobacco 
use by adolescents in Minnesota and in Wisconsin, to deter¬ 
mine whether the smoking rate declines in Minnesota as a re¬ 
sult of the legislation. The study also includes a randomized 
trial designed to evaluate the three programs that have been 
adopted most widely as a result of the 198S legislation (Murray 
et al., 1988). 

Researchers at the University of Southern California and 
the University of Chicago are testing a combination of televi¬ 
sion. family involvement, and school-based programming for 
their effect on tobacco use (Flay et al.. 1988). Researchers in 
. Vermont also are evaluating a school-based versus a school- 

plus-mass media program (Worden et al.. 1988). Evans and 
colleagues at the University of Houston are attempting to 
construct a psychosocial profile of the quickly accelerated 
heavy smoker relative to the more slowly accelerated moderate 
or heavy smoker (Evans et al., 1991). They are applying the 
psychosocial model developed during their work on cigarette 
smoking to the problem of smokeless tobacco use (Evans and 
Raines, 1990), with Little League Baseball players as a studv 
popuiation. They are also evaluating the potential contribu¬ 
tions to the psychosocial model of factors such as gender 
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(Evans et al., 1990), ethnidty (Getz and Evans, 1989), sdf- 
efflcacy (Getz, 1988), and smoking by others, including par¬ 
ents. older siblings, and pern (Cardozo, 1989; Getz et al-, 

1990). 

Evans and associates also have responded to fcetSsadc from 
teachers and administrators who suggest that many useful pre¬ 
vention programs demand more curriculum time and teacher 
training time than can be allotted. They are deve l o p i n g and 
testing a compact, 2-week program that requires minimal 
training and preparation time by classroom t ea cher s . The 
"Little Red Notebook" program is based on the social influ¬ 
ences model and Includes exercises in decision-making, role- 
playing, and rehearsal; self-control methods; reinforcement of 
pressure resistance skills; and learning to use relevant commu¬ 
nity service agencies. Each section includes a step-by-step 
teacher's guide and copy masters for all materials used in the 
unit. Although more extensive evaluation is needed, there is 
some evidence of modest results related to decreased use of 
cigarettes, smokeless tobacco, and alcohol among seventh 
grade students (Cardozo, 1989; Evans, 1990; Evans et al., 1989). 

Program variations. Gilchrist and Schlnke (1984), in a study 
with sixth grade students, used self-control skills for smoking 
prevention and reported that self-control students who re¬ 
ported ever smoking rose only 3.6 percent over baseline after 
1 year; control condition students rose 39.3 percent in that 
same year. These students learned a problem-solving model . 
called SODAS, which instructs students to do the following; 

* Stop—think about what they are doing; 

* Options—think about their choices; 

* Decide—choose the best option; 

* Act—make that option happen; and 

* Self-praise—reward themselves for making the right 
decision. 

Gilchrist and colleagues (1986) evaluated the self-control 
process with middle school subjects. At a 15-month followup 
survey, fewer self-control skills students than controls reported 
smoking one or more cigarettes for the previous week. 

G*lynn and coworkers (1985), working with sixth through 
eighth graders, described the stage model, which states that be¬ 
coming a smoker is a lengthy, complex process with four 
stages. The first stage is the preparatory stage, in which adoles¬ 
cents first develop attitudes toward cigarettes and smoking. In 
the second stage of initiation, the adolescent smokes between 
one and three cigarettes. In the third stage, becoming a 
smoker. smokingris irregular and adolescents do not define 
Ihemselves as smokers. The final stage is maintenance, when 
regular smoking has begun and the image ot a smoker has been 
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Table 3 

Tin stage model and smoking motives 

Smoking Motives 

Social Compliance Affect Regulation SeB-OaHniOon 


Stages 

Preparatory Need lor social 
approval 


Use of foods. Meed to rebel 

drinks.and over- 

the-counter 

mediations to 
regulate emotional 
state 


Peer pressure, 
social initiation, 
nonspecific 
curiosity 


Curiosity about 
mooa-amrmg 
properties of 
cigarettes 


Need tor 
impression 
m ana gement 
(i.e„ how one 


D ec o ming Continuing social 
influences 


others) 

Positive evaluation Is an Instant 
of sensations adopter and 

produced by skips IMs stage - 

smoking 


Maintenance Continuing 

social influences, 
positive evaluation 
of sensations 


^ ti I hllai hm ■ 

cSiBDKSnmffnioi 

a Ink betw ee n 
smoking and 
affective state of 


produced by sensations 

smoking produced by 

smoking 


Sa tis faction wflb 
projected image, 
positive 
evaluation 


Adapted from Glynn et a/. (1965). 
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adopted. Table 3 shows how the stage model depicts factors 
that influence adolescents at different smoking stages. 

Schinke and associates (1985a) used graduate social work¬ 
ers to provide skills intervention and information intervention 
to sixth graders. At 6, 12. and 24 months after the interven¬ 
tion. the skills students had a lower percentage of smoking 
than did the information-only and the control students. A 
four-step chain in the skill-building interventions—stop, think, 
decide, and act—was used by Schinke and coworkers (1985b). 


Schinke and Gilchrist (1984, 1985, and 1986) have con¬ 
ducted several studies that were led by project staff using the 
cognitive behavioral technique. In 1984, the investigators 
reported that students in the skills-building condition, when 



compared with students In an attitude modification condition 
or with controls, had larger gains at followup testing for identi¬ 
fying healthy solutions, encouraging nonsmoking, and antici¬ 
pating negative consequences of tobacco use. Pentz (1983) 
reported positive results with a combination of teacher and 
peer leader administration techniques. 

Beneficial effects were reported when the pmg un i was 
delivered to elementary school students, rather than the usual 
delivery of psychosocial prevention p rogr am s to s e ve nth or 
eighth grade students (Gilchrist and Schinke. 1984; Gilchrist et 
aL, 1986; Schinke et al.. 1985a, 1985b, 1986a. 1986b, and 
1988a; Schinke and Gilchrist, 1984, 1985, and $986). Schinke 
and colleagues (1986b). working with sixth graders, taught 
problem-solving, seif-instruction, and communication <Mtk 
When compared with students in a health education program, 
students in this study had better knowledge scores and non¬ 
smoking intentions. Schinke and coworkers (1986a and 1988a) 
reported that. In a study that began with students In the fifth 
and sixth grades, students showed lower rates for both smoking 
and smokeless tobacco use. 

Native American adolescents are a particularly vulnerable 
population for abuse of substances, including tobacco, accord¬ 
ing to results obtained by Schinke and colleagues (1988b). At 
6-month followup, the treatment group reported less use of 
both smoked and smokeless tobacco during the previous 
14 days. However, because of the small number of subjects . 

(n = 61) and the short period of followup, the authors advise a 
cautious interpretation of their results. 

Failures to duplicate results of earlier studies have been 
reported for studies with high-risk girls (Gilchrist et al.. 1989). 
Gilchrist and associates reported the follosving data for high- 
and low-risk girls and boys at a 24-month followup survey. 

The percentage of weekly smokers in the high-risk girls cate¬ 
gory was 9.1 percent; for low-risk girls, weekly smokers were 
3.6 percent; for high-risk boys, 7.3 percent; and for low-risk 
boys. 4.8 percent. The weekly smoking rate for high-risk girts 
was significantly higher than for any other intervention 
category and was similar to the high-risk girls in the control 
group <10.2 percent reporting weekly smoking). 

Gilchrist and associates (1989) suggest that females begin 
and continue smoking for different reasons than do males. 
Young female smokers tend to be more sociallv competent and 
self-confident than their male counterparts and do not smoke 
for social coping purposes or to demonstrate assertiveness. 
Therefore, teaching refusal and social competence skills may be 
less useful and relevant for females than for males, and thus 
have less effect. 
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A more appropriate technique may require less attention 
to skills training and more to self-definition and self-expres¬ 
sion. In addition, tension reduction and information on 
weight control methods, because smoking is perceived to be 
valuable for weight control, could prove to be more relevant to 
young female smokers (Gilchrist et al., 1989). 

Complementary delivery channels. The programs based on 
the cognitive behavioral model have been exclusively school- 
based. Thus, there are no reports of investigation of comple¬ 
mentary channels for program delivery. 

Complementary target outcomes. Positive effects of reducing 
tobacco use have been reported by programs aimed at general 
substance use (Pentz, 1983; Schinke et al., 1988b). Such pro¬ 
grams have not targeted other health outcomes, however. 

Long-term followup. There have been no published reports 
from followup studies beyond 2 years for programs based on 
the cognitive behavioral model. 

Current activities. Researchers at Columbia University are 
testing a variation of the cognitive behavioral model in a high- 
risk population (S. Schinke. telephone conversation). Adoles¬ 
cents at high risk for smoking often have been unaffected by 
intervention efforts in the past, and this remains an important 
area for research. The Columbia group employs the basic 
cognitive behavioral model but has modified the role models 
and scenarios to be more appropriate for high-risk youth. The 
investigators also have added a component to address values 
on deviance. 

life Skills Model Program variations. Positive effects have been reported 

when the life skills program was delivered by the project staff 
(Tell et al.. 1984), by teachers (Botvin et al., 1983, 1989a, and 
1989b: Bush et al., i989; Vartiainen et al.. 1983. 1986, and 
1990; Walter et al., 1986, 1988, and 1989). and by a combina¬ 
tion of teachers or staff and peer leaders (Botvin et al.. 1984; 
Tell et al.. 1984; Vartiainen et al., 1983, 1986. and 1990). The 
smoking prevention curriculum for one cohort of the study by 
. Tell and coworkers is shown in Table 4. Tell and associates 
provided this social skills training in a 10-session curriculum 
that began in September 1979 and ended in February 1981. 

Botvin and colleagues (1989a) used a psychosocial ap¬ 
proach with black junior high students. The study used 
12 intervention sessions of 45 minutes each. In addition, an 
internal review committee of black researchers (a psychologist 
and two health educators! reviewed the material to make 
certain that the language, reading level, examples, and under¬ 
lying concepts were appropriate for black youth. An external 
review group of black seventh grade students and outside 


Table 4 

A program variation of the life skflb model 


Session 

Topics 

September 1979 

Personal consmuuemaMdikauusskin of aocbd - 

September 1979 

Pressure resistance training. Student-led rota- 
pNytng. 

November 1979 

Social pressures and arguments fgrinst smoking. 

March 1900 

Coping with social anxiety. 

May 1900 

Pressure resistance training. Sludsnt-M takes 
about tha harmful effects of smoking. 

October 1900 

Stocking: jetf-poftnion and wastrf of resources. 
Smoking as a form of ssH-pa«ulion and grtrekig 
tobacco as a waste of agricufcmf resowcas were 

November I960 

Passive smokkiQ. Second-hand amofae, parental 
smoking, peer pressure at youth dubs ware 
discussed. 

December I960 

Long-term effects at smoking and maritadng of 
tobacco. Cancer and cankovaacutardbaases 
rotating to smoking and comparison of sa»ng 
tobacco in Third World counrias versus seffkig 
it in Norway were discussed 

January 1901 

Social and health aspects of smoking. 

February 1961 

It is your choice. A fikn on alcohol consumption 
was shawm, and drinking and paraM smoking 
pressures were discussad. 


Adapted from Tee at at. (1984) Sessions were 45 minutes in length. 


experts with expertise with black youth was also formed. The 
main purpose of the study was to explore the feasibility of 
applying the life skills training model, previously used with 
middle-class white youth, to urban black youth. The overall 
rate or smoking during the most recent month of the study was 
down by 56 percent, although regular smoking did not appear 
to be affected. 
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Bush and coworkers (1989) identified problems that may 
affect most intervention studies for urban black youth: meet¬ 
ing the parental consent requirement, lack of true controls, 
variations in teacher effectiveness, frequent student transfers, 
isolation of the program within schools, data collection proce¬ 
dures, and lack of teacher support for the program. For ex¬ 
ample, at the seventh grade level, all of the health teachers 
were smokers, and their effectiveness therefore came into 
question. In addition, it was difficult for the research team to 
judge the effect of teachers as role models because of incom¬ 
plete attendance at teacher training sessions and because there 
was some question about whether the teachers adhered to the 
curriculum. 

Failures to duplicate results haw been reported for studies 
with teacher-administered life skills programs (Botvin et al., 
1984), particularly when the teachers received inadequate 
training (Botvin et al., 1989b; Tortu and Botvin, 1989). Tortu 
and Botvin (1989) cautioned that poor implementation can be 
misinterpreted as program failure. Therefore, to hdp ensure 
proper implementation of programs, effective teacher training 
must accompany teacher-administered programs. The training 
must include the theory underlying the program, demonstra¬ 
tions of skills needed to administer the program, practice at the 
new skills, and feedback and coaching from project staff. The 
social skills programs stress that students learn decision-making 
skills, assertiveness, and anxiety reduction. These skills require 
classroom techniques that differ from traditional teaching 
methods, for example, the practice of adolescent skills through 
role-playing (Tortu and Botvin. 1989). 

Additional benefits have been repotted when the initial 
intervention is followed by a booster program. Botvin et al. 
(1983), in an intervention program with seventh grade stu¬ 
dents. reported 60 percent fewer new regular smokers than 
when the same intervention program was used without booster 
sessions. Furthermore, the eight booster sessions, which took 
plan in the second year of the program, resulted in 87 percent 
less regular new smoking than among controls. 

Positive effects have been seen also when the intervention 
continues over several years (Bush et al., 1989; Tell et al. 1984; 
Walter et al.. 1986.1988. and 1989). Walter and associates 
began a study of coronary heart disease prevention with a 
baseline population of fourth graders. Each year from rhe 
fourth to the ninth grade, students received a teacher-delivered 
curriculum that included material designed to prevent cigarette 
smoking. .After 6 years, the rate of initiation of cigarette smok¬ 
ing was significantly less ibv 73 percent) than in the non¬ 
intervention schools. 


By comparison, in a condensed timeframe, Botvin and col¬ 
leagues (1983) conducted the life skills training p rogr am on 
consecutive days and completed the prog ram in about 1 month. 
In addition to catiytng out the usual pr a c ti ce of weekly sessions 
delivered over the course of a semester or a full school year. 
They reported that smoking initiation rates were significantly 
lower in the intensive program than among control students 
(who received no special prevention activities), according to 
monthly, weekly, and daily measures. 

Complementary delivery channels. An intervention program 
that was delivered within a broad-based and communitywide 
heart disease prevention program produced positive results 
(Vartiainen et al., 1983,1986, and 1990). The North Karelia 
Youth Project attempted to reduce the factors associated with 
cardiovascular disease risk, including smoking, teruro choles¬ 
terol, dietary habits, and blood pressure. The program was 
begun with a group of students who were 13 years old. In two 
schools there was an intensive intervention program and in 
nine others. less intensive intervention; the balance of schools 
in the community served as controls. The intervention strategy 
was applied over a 2-year period. 

In the first followup s u r v e y (Vartiainen et aL, 1983), 

21 percent of the students were smoking at least monthly in the 
intensive intervention schools, 19 percent In the less intensive 
Intervention schools, and 29 percent in the control schools. At 
the second followup survey, these figures were 24. 22, and 
34 percent, respectively. Four years after the program's start, 
the reported rates were 27 percent for the intensive intervention 
group. 26 percent for the less intensive intervention group, and 
37 percent for the control group (Vartiainen et al., 1986). 
Eight-year followup results indicated that some of the interven¬ 
tion effect had been lost. Preventive effects seemed to have 
been beneficial only for those who were nonsmokers when the 
program began. 

Complementary target outcomes. Effects that reflect reduced 
use of tobacco have been reported by programs based on the life 
skills model and directed to general substance use (Botvin et al., 
1984) as well as those that aimed at cardiovascular risk factors 
(Tell et ai., 1984; Vartianinen et al.. 1983, 1986, and 1990; 
Walter et al., 1986,1988. and 1989). Details of these studies are 
mentioned in previous sections. 

Long-term followup. Two studies reported followup for more 
than 2 yean beyond the Initial life skills intervention. Walter 
and colleagues (1988 and 1989) reported positive effects at the 
end of the ninth grade, in a study that included interventions 
each year from grades 4 through 9. Vartiainen (1986 and 1990) 
reported positive effects 2 and 6 years after a 2-year intervention 
was delivered to students in grades 7 through 9. 
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CLINICAL 
APPROACH 
TO SMOKING 
CONTROL 
Historical Trends 


Current activities. At the American Health Foundation, 
researchers are examining whether the comprehensive life 
skills model aimed broadly at cardiovascular risk reduction will 
be more effective for preventing tobacco use than will the tar¬ 
geted application of only those components aimed at sub¬ 
stance use (M. Orlandi. telephone conversation). Researchers 
at Cornell University are exploring even broader applications 
of the life skills model that would seek to improve skills related 
to future employment or early sexual behavior (G. Botvin, 
telephone conversation). 

The major efforts in smoking control have been aimed at 
the individual smoker—trying to motivate smokers to quit and 
help them to do so. Such assistance has included formal 
cessation programs, usually delivered in small groups, and one- 
to-one direct advice or counseling from a health care provider. 
Mote recently, pharmacologic adjuncts (Grabowski and Hail, 
1985) have been added to the treatment mix in both settings. 
This section briefly reviews the research on the effectiveness of 
clinical approaches and appraises their potential contribution 
to a comprehensive program to reduce tobacco use. 

Research on smoking cessation was initially driven by a 
clinical perspective. The aim was to develop effective methods 
that cessation clinics could use with motivated smoken who 
referred themselves for 'treatment." or that physicians and 
other health providers could use with their patients. Serious 
smoking cessation research and service programs have a rather 
short history, only about 30 years. Even early on there were 
proponents of both pharmacological approaches and educa¬ 
tional-psychological approaches. The early pharmacological 
strategies were rather primitive by current standards. Although 
the role of nicotine in the maintenance and cessation of 
smoking was poorly understood, the notion of replacing or 
mimicking nicotine's action was seen as plausible. Much of the 
early pharmacological research focused on lobeline, presented 
in over-the-counter products like Bantron and occasionally by 
injection. Placebo studies yielded fairly convincing demonstra¬ 
tions of lobeline's lack of efficacy (Kozlowski, 1984). 

Cigarette smoking quickly attracted the attention of 
workers in behavior therapy. Behavioral approaches to smok¬ 
ing cessation tended to reflect current practices or the Zeitgeist 
in behavior therapy rather than deriving from an analysis or 
understanding of smoking behavior (Lichtenstein, 1982). 
Smoking was considered to be a learned habit; pharmacological 
and biobehavioral processes were neglected. Earlier behavioral 
approaches to smoking featured conditioning methods fol¬ 
lowed by self-control strategies and tactics that represented 
behavioral thinking in the 1960’s and early 1970’s. Behavioral 
approaches in the 1980’s had major cognitive components. 
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reflecting the interest In cognitive behavioral strategies. 

Within this general trend, howev er , behavioral workers gener¬ 
ally maintained an empirical attitude and became increasingly 
sensitive to the developing body of knowledge about both 
psychosocial and pharmacological processes In smoking 
behavior. For example, behavioral researchers evolved 
nicotine-fading (Foxx and Brown, 1979) or brand-switching 
strategies to deal with pharmacological processes and tended to 
be sympathetic to nicotine chewing gum as an adjunct to— 
or even a major component of—cessation programs (e.g., Gold¬ 
stein et al., 1989). 

Another trend in the late 1970's and 1980's was the shift 
in emphasis from smoking cessation to maintaining abstinence 
and preventing relapse. The change was sparked by r e peated 
observations that most participants in cessation -programs 
either quit or greatly reduce their smoking, but the majority 
subsequently relapse—most of them soon after the program 
ends. Although early programs tended to focus on smoking 
cessation by the end of the program, considerable program 
time is now devoted to relapse prevention. Mariatt and Gor¬ 
don's (1985) book on relapse prevention ep it o mi zed this trend. 
Both behavioral and pharmacological strategies are employed 
to achieve maintenance and relapse prevention. Smoking 
cessation now is recognized as a process that encompasses 
several identifiable stages—from precontemplation to mainte¬ 
nance or relapse (Prochaska et al.. 1988). The importance of 
tailoring cessation materials to the smoker's stage of readiness 
to change is increasingly recognized, although not yet empiri¬ 
cally supported. 

Two other noteworthy trends in clinical intervention are 
interrelated. One is the renewed and vigorous interest in phar¬ 
macologic intervention, especially nicotine replacement 
therapies (Grabowski and Had, 1985). This thrust is fueled by 
advances in knowledge about the critical role of nicotine in 
maintaining smoking behavior and in the quitting or relapse 
process (US DHHS. 1988), which have paved the way to grow¬ 
ing literature on the effectiveness of nicotine polacrilex—both 
when used with relatively minimal advice and support and 
when'eombined with behavioral counseling and group sup¬ 
port. The final trend noted is toward briefer clinical interven¬ 
tions delivered in the context of usual medical care (Glvnn. 
1988; Ockene. 1987a; Russell et al., 1983). This strategy capi¬ 
talizes on the credibility of physicians (American Cancer 
Society, i977), the teachable moments in medical transactions 
(Vogt et al„ 1989), and the possibility for physicians to use 

pharmacological adjuncts, a familiar treatment modaiitv. 

* 
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Effectiveness of There are different cessation methods, and it is possible to 

Different Methods categorize them in different ways. Schwartz (1987) lists 

21 different approaches in his summary table. With the excep¬ 
tion of pharmacological strategies and physician advice or coun¬ 
seling approaches—where there has been much activity in the 
last S years—Schwartz's review of specific clinical cessation 
methods remains valid. 

It is also possible to organize cessation methods into general 
strategies, fot example, self-management strategies, aversive 
strategies, pharmacological strategies, relapse prevention strate¬ 
gies. combined behavioral-pharmacological approaches, and 
multicomponent strategies (Kamarck and Lichtenstein. 1988). 

In fact nearly ail clinical interventions are now multicomponent 
to a significant degree. Table S. adapted from Lichtenstein and 
Mermelstein (1984), lists and briefly describes the typical ele¬ 
ments in a multicomponent program, which are organized 
around three program phases: preparation for quitting, initial 
quitting, and the maintenance of quitting. No one program is 
likely to use ail of these elements. Given the large number of 
different kinds of studies, the fact that some methods have been 
evaluated extensively and some very little, and the differences in 
evaluation criteria, it is difficult to identify the most e f fect iv e 
interventions. However, the following conclusions seem defen- - 
sible. 

The research literature generally indicates that more inten¬ 
sive and extensive interventions are more effective than single- 
strategy or single-session methods. For example, single-strategy 
interventions have yielded weak results, whereas multicompo¬ 
nent programs (e.g., Lando. 1986; Ockene « al„ 1982) have 
shown the highest quit rates. Good multicomponent programs 
can yield long-term (1-year) confirmed quit rates of 30 to 40 
percent. The intensity of the intervention or number of contacts 
also seems important. For example. Lando's (1986) 15-session 
program is among the most effective intervention reported, and 
the high quit rates reported by Ockene el ai. (1982) for the 
Multipie Risk Factor Intervention Trial are consistent with that 
conclusion. With respect to physician advice, a meta-analysis 
• reveals that more frequent contacts are associated with higher 

quit rates (Kottke et ai . 1988). Some research in the self-help or 
minimal assistance realm also indicates that additional prompts, 
for example, supportive phone calls, enhance effectiveness 
(Glynn et ai., 1990; Orleans et ai.. 1988). 

It is difficult to empirically determine and demonstrate the 
specific efficacious elements of multicomponent programs. 

There is undoubtedly a large nonspecific effect in smoking 
cessation programs. The commitment to attend regular sessions* 
expectations of help, group or counselor support, and engage¬ 
ment with therapeutic activities (e.g., homework assignments) 
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Table 5 

Methods used by cmat fcm prop erne 


Program Phase Typical Barnards 


Preparation Mobbing dent moivaion aid comsSnait 

• fT spnrtft rn n ll ng a n t on Mt w al sit a 

• n ewear reason s lor gutting s nd be n sM s of stopping 

S«>-manltoring;lncreasa(MM*enM»otanmidng pattern 
by Ira a p ing record s * 

Salting targat gut data t lo 3 weeks ahfad* 

1 : 

Sad-management training 

- U se e a dm o n l B iIng to Identity typical cues far 
Booking 

• UentNyfagsubotitutea tor smoking and aftsmativo 
nonsmoking bahavtom* 

• Stress m anaga ma n t training: rataxaflon or anaro lae 

4 

Quitting (usuaSy Aversive stieregies 
one of typical ■ P e king e mcMngwtti elect ri c shock 

elements fcstocfl • Poaiid araoktn g —inhalng ovary 8 to 8 seconds in 

titadMeteidi nausea is Imminent or satiation— 
doubting or tripting tit-home amokfng 

Non ove rs ive s t rateg ie s 

• Nicotine felting (switching successively to brands 
with increasingly lower nicotine content) 

• Target daks contract 

Pharmacological—Us i ng nicotine replacement methods 
(e g., gum. peaches) as a temporary substitute 

Maintenance FoNowup sessions or phone cate 

Coping skttstrakting* 

• Transfer sen-management sMfa to maint e n a nce by 
•voicing cues to smoke and using substitutes (eg., 
cinn a mon sticks, water, deep bre a thing) 

• Cognitive be ha vior a l coping: a nticipatin g high-risk 
situations; planning coping stiatagies 

* - Coping wMh saps or lapses: learning from mistakes 

Social support 

- Buddy systems 

• Involving significant others (a.g.. spouse) 

Pharmacological—Continuing to use nicotine 
replacement to cope with withdrawal 


’found in most programs 
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are known to have powerful effects on any behavior problem, 
including smoking. Attempts at component analysis—determin¬ 
ing efficacious and nonefficadous elements—have generally 
failed (e.g., Lando, 1986); such studies are markedly lacking in 
statistical power (Glasgow and Lichtenstein, 1987). Similarly, 
attempts to identify the value of individual components by 
adding a single behavioral strategy such as spouse or partner 
support to a basic multicomponent program have also been 
unsuccessful (e.g., Lichtenstein et al„ 1986). 

The addition of pharmacological adjuncts, notably nicotine 
chewing gum, to multicomponent cessation programs yields a 
more consistent and positive picture. Combining nicotine gum 
and behavioral counseling tends to produce better results than 
either approach by itself (Goldstein et al., 1989; Hall et al_, 1987; 
Killenetal.. 1984). 

Both clinical experience and research support the impor¬ 
tance of focusing attention on the maintenance or relapse 
prevention phase of intervention (see Table S). Although there 
are some notable examples of the effectiveness of relapse preven¬ 
tion components (Hall et al., 1984; Stevens and Hollis, 1989), 
there are as many failures (for a summary, see Glasgow and 
Lichtenstein, 1987). Nevertheless, there remains a consensus 
that attention to relapse prevention is important. It is plausible, 
however, that environmental factors, including other people's 
smoking are critical to maintenance (Glasgow and Lichtenstein, 
1987). 

For the individual smoker, conscientious attendance at a 
multicomponent, small-group, cessation program (including 
nicotine replacement strategies) is the best possible move toward 
becoming an ex-smoker. Such a program is likely to produce a 
30 percent quit rate at 1 -year followup. Although far from the 
sure thing advertised by some proprietary programs and private 
practice providers, this is a good result compared with a single 
attempt at self-quitting (Cohen et al., 1989) or even quitting 
with the advice and assistance (e g., prescription of a nicotine 
chewing gum) of a primary care physician (Glynn, 1988). 

Limitations of cessation clinics. Two extensively researched 
cessation programs illustrate the strengths and weaknesses of the 
cessation dink approach. In the 1970‘s, many programs em¬ 
ployed rapid smoking (Lichtenstein et ai„ 1973; Schmahl et al., 
1972), typically accompanied by considerable behavioral coun¬ 
seling and support. Rapid smoking is an aversive procedure 
wherein the smoker puffs and inhales every 6 to 8 seconds until 
nausea begins. It is the most frequently studied clinical strategy, 
accounting for 49 of the 416 trials summarized in Schwartz's 
comprehensive summary (1987), and its close cousins—satiation 


and regular-paced aversive smoking—account for another 
39 trials. Quit rates, although quite variable, are often 
30 percent or more at foQowup, which is considered good for 
cessation pr ogra m s. 

However, the procedure Is used sparingly today for several 
reasons. The accelerated nicotine intake from rapid smoking • 
requires screening and safeguards (Lichtenstein and Glasgow, 
1977) and leads txrthe exclusion of many patients who need 
assistance. The method also req uir es dose supervision either In 
one-to-one or in smalt group settings to monitor possible side 
effects. Concern about risks with the use of aversive methods 
makes mauny providers and consumers wary. Rapid smoking 
remains a reasonably powerful strategy, but it has a narrow 
range of application (Lichtenstein. 1982). 

The second multicomponent progr a m probably represents 
the best that formal cessation programs have to offer while 
again illustrating some inherent limitations. Over a span of 
15 years, a multicomponent, nonaverstve, 8-week,* 15-session 
program was empirically developed and evaluated (Lando. 
1986). (The progr am originally Included satiation smoking— 
doubling or tripling at-home smoking for a specific period—-a 
cousin of rapid smoking that provokes concerns about Similar 
risk and screening; however, recent research indicates that 
nicotine fading effectively replaces satiation.) One-year absti¬ 
nence rates were consistently 30 percent or better. Most 
importantly, the research team developed a partnership with 
the Iowa Lung Association, in which association volunteers 
were trained to deliver the program while the research team 
continued evaluation and monitoring. The Iowa Lung Associa¬ 
tion offered nearly 70 such clinics in 1 year (Lando et aL, 

1989). Thus, an empirically validated cessation dinic was 
given away to the public sector and disseminated at low cost 
statewide. However, the Intensive nature of the program— 

IS sessions of 1 hour each—plus die need for trained volunteer 
leaden limit its applicability. Most smokers will not or cannot 
make such a behavioral commitment to any cessation dinic. 

Acceptance of cessation dimes. Cessation clinics are often 
the initial strategy of antismoking efforts, and they are a 
tangible resource and an Important component of any compre¬ 
hensive program. It is worthwhile to encourage smokers to 
attend such clinics, and most cities have clinics that are 
underused (e.g., offered through local hospitals); however, ces¬ 
sation dinlcs are not accepted by and will not reach the great 
majority of smokers. There are several lines of evidence that 
support this assertion. (1) The great majority of ex-smokers 
quit or try to quit without the aid of formal programs (Fiore et 
al., 1990; US DHHS, 1982). (2) Data from surveys indicate that 
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most smokers prefer self-help or other assistance (e.g., from 
physicians) in preference to cessation dinlcs (Gallup Opinion 
Index, 1974: Owen and Davies, 1990: Schwartz and Dutoltzky, 
1967). (3) The demand for cessation clinics does not appear 
great, fudging from anecdotal reports of various program 
recruitment efforts. According to one market research survey, 
about 1.7 million smokers, a little more than 3 percent of the 
smoking population, attended some kind of cessation clinic in 
1988 (Pierce. 1990). Also, even if the demand increased, there 
would be many places, for example, rural areas and Inner does, 
where the supply of cessation clinics would always be inade¬ 
quate. (4) Stop-smoking programs have not been neady as 
successful commercially as their weight-loss counte rpar t s . 
Schwartz (1987) notes that three national programs established 
between 1968 and 1971—Smoke Watchers, SmokEnders, and 
Schick—had reduced operations by 198S. 

Health Care Provider Clinical intervention through health providers offers 

Interventions greater potential to reach smokers. It Is estimated that physi¬ 

cians have contact with at least 70 percent of all smokers each 
year (Ockene. 1987a) and that approximately 38 million of the 
S3 million adult smokers in the United Stares could be reached 
by physicians in the normal course of their medical care. 
Physicians are seen as a credible source of cessation advice 
(American Cancer Society, 1977). At the time of a consultation 
with a physician, patients are sensitized to their health and 
vulnerability, thus creating a teachable moment that could be 
used by health providers (Vogt et ai., 1989). One N1H publica¬ 
tion refers to these as 'clinical opportunities' for smoking 
intervention and provides materials to promote physician In¬ 
volvement in smoking cessation (US DHHS, 1986). 

These considerations have given rise to a sizeable body of 
literature on the effects of physician advice (see reviews by 
Glynn. 1988; Ockene, 1987b; Pederson, 1982). Compliance 
with physician advice to quit smoking has been addressed in 
more than 40 studies. Although the studies vary considerably 
in focus and methodological rigor, the evidence from random- 
• ized trials suggests that physicians who intervene with smokers 

have a small but measurable impact on public health. Studies 
of die effectiveness of physician smoking interventions indi¬ 
cate that advice or brief counseling alone can result in patient 
quit rates of S to 10 percent, an outcome of enormous public 
health significance (US DHHS. 1986). Furthermore, the data 
suggest that even higher cessation rates can be achieved when 
physician-patient contacts are more intensive and frequent and 
when nicotine gum is used also (Fagerstrom, 1984; Glynn, 

1988; Wjison et a!„ 1987). .-Vs with most interventions, short¬ 
term (1- to 3-month) quit rates tend to be higher; by 1-year 
followup, significant relapse has occurred. 
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One cautionary note here Is that most placebo-controlled 
trials Indicate that nicotine gum Is not e ffe cti v e when pre¬ 
scribed in routine outpatient settings (Hughes et aL, 1999; 
Jamrozik et aL, 1984; Lam et a]., 1987). It is possible that 
Instruction in the proper use of the gum (S.R. Cummings et aL, 
1988) has been insufficient. Nicotine gum b e ff e ctiv e, bow- 
ever, if accompanied by counseling and support and If careful 
instructions for using the gum are given (Glynn, 1988). Nico¬ 
tine replacement via transdennal patches Is another promising 
strategy that both physicians and patients may find conven¬ 
ient Preliminary data from patch trials are promising. 

Surveys indicate that roost physicians accept responsibility 
for dispensing cessation advice (Wechsler et al„ 1983) and 
report that they do dispense such advice (Wechs|er et al, 1983; 
Wells et al., 1986). Although some survey data reflea physi¬ 
cians’ pessimism about their efficacy and indicate financial and 
organizational obstacles (Orleans et al.. 1985), several studies 
have demonstrated that physicians can be mo ti v ated to deliver 
a cessation protocol, at least during the course of a study (e.g., 
Fagerstrom, 1984; Janz et aL, 1987; Wilson et at, 1987). 
Whether the majority of physicians can be Induced to advbe or 
counsel smokeis consistently when not motivated and moni¬ 
tored by a research staff remains to be demon stra ted. Never¬ 
theless, from a public health per sp e ct i ve , physician interven¬ 
tions have the potential to reach large numbers of smokers. 

Importance of Clinical cessation interventions have made substantial 

Clinical contributions to antismoking efforts. Although It is difficult to 

Interventions provide accurate quantitative estimates, cessation Himr* have, 

over the past 25 yean, helped several million smokers quit 
The American Cancer Society has sponsored cessation clinics 
based on its own program and materials; the American i»mg 
Association has also sponsored clinics on a more limited basis. 
Evaluation of these programs (Schwartz. 1987) indicates 1-year 
quit rates averaging about 20 to 25 percent. 

Hospitals, health plans, and health dep a r tm ents are 
offering cessation programs In increasing numbers. Schwartz 
(1987) reported a major increase in these programs from 1980 
to 1985, and the trend appears to continue. At least two 
standardized, commercial programs, SmokeLess and Smoke 
Stoppers, are now licensed to hospitals that offer the services to 
the community. An estimated 600.000 smokers have com¬ 
pleted the SmokEnders program (US DHHS, 1989). Adding in 
the other major commercial programs. Schick and Smoke 
Watchers, along with the numerous private practitioners who 
work with smokers—psychologists, psychiatrists, and hypno¬ 
therapists—one can see the significant aggregate impact of 
such services. They continue to proside a resource for moti¬ 
vated smokers who are unable to quit without help. 
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Besides individual and group cessation services, clinical 
interventions in the context of medical care probably have a 
significant impact on smoking cessation. Many of the self- 
quitters noted in the 1982 Surgeon General's Report may have 
been prompted by a physician's advice or warning. National 
surveys indicate that most physicians accept responsibility for 
helping patients stop smoking and many provide advice 
(Odcene, 1987a), although far fewer provide tangible assis¬ 
tance. Survey data from both America (Ockene et at., 1990- 
1991) and Australia (Owen and Davies, 1990) indicate that 
smokers see physicians as a major resource. 

Another indicator of medical provider impact on smoking 
cessation comes from prescription sales erf nicotine-containing 
chewing gum. Since nicotine gum was introduced in 1984, an 
estimated 4 to 6 million smokers, according to one source, 
have received prescriptions for it (US DHH5.1989). An indus¬ 
try spokesperson places the estimated number at 8 million and 
estimates that 95 percent of primary care physicians have pre¬ 
scribed nicotine polacrilex (Nicotette) (Rongey, 1990). Surveys 
indicate that about two-thirds of these prescriptions are patient 
initiated. These data also reflect the potential for health care 
providers to reach far more smokers than can cessation dlnics. 
The availability of nicotine gum and other pharmacologic 
adjuncts that may be developed can prompt physicians and 
patients to engage in quitting attempts. 

Because clinical interventions reach moderate numbers of 
smokers and because they are a resource and a source of hope 
for many dependent smokers, these interventions must be an 
integral part of any comprehensive plan. Policy and other 
environmental strategies may shift social norms and change 
attitudes toward smoking such that some people will quit (or 
not start) with their own resources; however, many people, 
especially heavy smokers, "ill need the assistance of some kind 
of clinical service. Most smokers will not require a full-service 
cessation clinic but could profit from advice and support (e.g, 
a prescription) from a health care provider, a worksite incentive 
, program, or some measure of individual prompting and assls- 

■ tance. 

Clinical interventions also have a subtle but important by¬ 
product. They help to develop and maintain experts on 
smoking behavior, who in turn may have influence on public 
opinion. This influence operates at both local and national 
levels. A comprehensive community program needs credible 
spokespersons, and a physician who actively advises and 
counsels smoking patients becomes such a resource. Similarly, 
leaders of cessation clinics also develop expertise and credibil¬ 
ity as spokespersons. 
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There is a final contribution of the clinical approach that 
may be as important as the number of quitters produced. 
Clinical interventions have been the vehicle for developing 
knowledge about the process of quitting, understanding the 
nature of tobacco addiction, and developing useful quitting 
strategies. For example, cessation clinics have provided Inf or- . 
mation about the effectiveness of nicotine chewing gum (e.g., 
Russell et al., 1983), the efficacy of combining behavioral and 
pharmacological strategies (Kllien et al., 1990), and the useful¬ 
ness of nicotine fading or brand switching (Foxx and Brown, 
1979). Most of the strategies and tactics embodied in the self- 
help materials described below were developed in cassation 
clinics. As new knowledge about smoking develops and spawns 
new intervention technologies (e.g., nicotine patches), cessation 
clinics and health providers will provide settings within which 
they may be evaluated and refined. 

SELF-HOP Most of the estimated 37 million people who have stopped 

APPROACHES smoking since the Surgeon General’s first report on.sraoking 

and health have done so without the aid of formal cessation 
programs (Fiore etaL, 1990). Survey data indicate that about 
one-third of current smokers made a quit attempt within the 
last year (Harris, 1980), and they express a preference for quit¬ 
ting without the aid of format cessation programs (Gallup 
Opinion index, 1974; Owen and Davies, 1990; Schwartz and 
Dubitsky, 1967). [n recent years, growing recognition of the 
importance of unaided quitting (US DHHS, 1982) and the 
relative limitations of clinic-based cessation programs In dealing 
with what is a public health problem (Epstein et al., 1989) have 
given rise to substantial literature on unaided or minimally 
assisted quitting. 

Emerging studies suggest that unaided quitting is not a 
unitary concept, but rather one that requires definition (Lich¬ 
tenstein and Cohen, 1990). There is no solid line separating 
clinical cessation from self-help efforts. It is probably more 
useful to construe a continuum ranging from an intensive, 
structured clinic to a smoker's making a New Year's resolution 
and quitting without any materials whatsoever. Self-help 
studies have reported on the effects of materials received 
through the mail (Jeffrey et a!., 1982), community-wide quitting 
contests (Glasgow et al., 198S), New Year's resolution quitting 
(Grita et al., 1988; Marlatt et al„ 1988), persons requesting self- 
help manuals (K.M. Cummings et al., 1988; Davis et ai., 1984), 
and computer-assisted self-quitting programs (Prue et al., 1990). 
Unaided quitting efforts have two major defining characteris¬ 
tics: first, the smoker initiates the self-quitting attempt on his 
or her own initiative or with minimal prompting from a health 
care provider or health educator; and second, the effort Involves 
no face-to-face counseling or advice from a heaith professional. 


http://legacy.library.ucsf.edu/tid/njq07a00/pdBource: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 


179 





National Cancer Institute 


Smoking and Tobacco Control Monograph No. l 


51604 5959 


Effectiveness of 
Self-Help Efforts 


Acceptability of 
Self-Quitting 


Not surprisingly, unaided quitting tends to result In some¬ 
what lower quit rates than those achieved with clinical Inter¬ 
ventions, although the differences are not large. Point-preva¬ 
lence quit rates at 1-year followup tend to be in the 10 to 
20 percent range (Cohen et al., 1989; Davis et al., 1984; 
Schwartz, 1987). For continuous quitting, a less frequent but 
more conservative criterion is used; then, abstinence rates at I- 
year followup tend to be in the range of 3 to 5 percent (Cohen 
et aL, 1989; Davis et al., 1984). Cohen and colleagues (1989) 
included several samples from different areas of the United 
States and found no differences at 12-month followup between 
quitters receiving materials (self-help booklets) from the 
Investigator and those who quit completely on their own. 
Although self-quitting rates are lower than those for more 
intensive interventions, their cost-effectiveness is probably 
higher since there Is Uttle or no professional time involved 
(Epstein et al-. 1989). 

Self-help materials are often used In concert with media or 
community programs. The media may be used to promote self- 
help products, as when a volunteer organization uses public 
service spots to encourage viewers to request a pamphlet or 
when propriet ar y companies use media to advertise products 
such as LifeSign or Clganest. The use of telephone cessation 
hotlines also can be Increased through publicity (Ossip-Klein et 
al., 1984). 

Community campaigns have typically made extensive use 
of self-help approaches. One particularly effective method is a 
mediated, community-wide, cessation program. Through 
publicity about a quitting program via television or newspa¬ 
pers. significant numbers of smokers can be induced to make 
serious quitting attempts (Cummings et al., 1987). Quitting 
strategies may be provided to participants also through written 
self-help materials, and prizes for selected quitters (via lottery) 
may be offered. Self-help materials can also be joined with 
nicotine polacrilex to increase quit rates (Fortmann et al., 1988; 
Killen et al., 1990). Finally, physicians prescribing nicotine 
gum (or pharmacists dispensing it) can provide written materi¬ 
als to help patients deal with the behavioral aspects of 
smoking. 

Surveys have found that most smokers prefer indirect or 
self-help methods rather than formal cessation clinics (Gallup 
Opinion Index, 1974: Schwartz and Dubitsky, 1967). A recent 
probability sample from Australia (Owen and Davies, 1990) 
confirms the lack of interest in cessation groups (6.7 percent) 
but found considerable interest in "a program through your 
doctor" (23.7 percent) and "a program through (an)other 
health professional" (12 5 percent). Unpublished survey data 
from the Community Intervention Trial for Smoking Cessation 
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also suggest strong Interest In assistance from physicians. This 
shift toward an Interest in more direct or personalized cessation 
services may be an Australian phenomenon; however, it also 
may reflect historical changes in smokers. Today's smokers 
may better recognize theb dependency and need for external 
assistance. 

Nevertheless, there is a considerable consumer demand for 
take-home services or aids. Although no smoking cessation 
book has reached the nonfiction best seller lists—as Is common 
for diet books—the public consumes millions of free brochures 
and pamphlets published by the Federal Government and the 
majoT voluntary organizations. One Government agency 
reported distributing over 2.5 minion smoking-related items In 
1989. It has been estimated that Government and voluntary 
agencies combined produce 100 new smoking and health Items 
each year. The brisk market for commercial products such as 
Clganest and LifeSign also attests to the public's willingness to 
try promising methods in the privacy of their own homes and 
offices. 

Importance of Several considerations make self-help materials a critical 

Self-Quitting element in any comprehensive smoking intervention. Their 

acceptance by many smokers is a major factor another factor ts 
their availability, as Government agencies and major voluntary 
organizations have already created many useful products. For 
the voluntary organizations, both their mission and their self- 
interest dictate that they create, update, and disseminate good 
materials bearing their names; a shortage of good self-help 
materials Is not likely. The great majority of these self-help 
materials either are free or cost very little. The problem is 
disseminating or deploying them effectively. A parallel motive 
drives the private sector; as long as there is the potential to 
make a profit, self-help products such as LifeSign and Clganest 
will be marketed. 

Because self-help materials are acceptable to many smok¬ 
ers, are relatively inexpensive, and can be distributed in set¬ 
tings where smokers naturally are found (medical offices, 
worksites, stores), they have the potential to reach many more 
smokprs than do clinical interventions. They also offer the 
opportunity to tailor messages to particular subgroups of 
smokers in a cost-effective way. Market segmentation can 
focus on smokers along the lifespan trajectory, such as written 
materials aimed specifically at adolescents, pregnant women, 
or mothers of newborns. Alternatively, self-help materials can 
be focused on various demographic groups or on smokers at 
different points on the readiness-io-change continuum (Pro- 
chaska et a)., 1988). 
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Finally, the presence and publicizing of both nonprofit 
and proprietary self-help materials increase public awareness of 
the smoking problem. For example, media advertising and 
store displays of commercial materials (e g., UfeSign, Cigarresf) 
contribute to an environment that reflects public concern 
about smoking and support for those trying to quit. In sum¬ 
mary, specific self-help materials or methods are likely to have 
only weak effects by themselves, but in combination with 
media or community programs, they can reach various popula¬ 
tions of smokers and are a critical part of any comprehensive 
smoking reduction program. 

• Public Information campaigns have been successful in 
increasing awareness of the disease risks associated with 
'smoking and have motivated some smokers to quit; 
however, they do not create substantial change in the 
behavior of regular smokers when used as an isolated 
smoking control strategy. 

• School-based education methods have been demon¬ 
strated to reduce the prevalence of smoking for several 
years among adolescents receiving the curricula. This 
benefit in reduced or delayed initiation of smoking has 
been demonstrated for programs that treat smoking in 
coniunction with other drug-use behavior as well as for 
curricula that deal with smoking alone. 

• The best school-based curricula include skills training in 
dealing with the social environment, and programs that 
include parent and community involvement are more 
successful than those that do not. 

• Formal cessation clinics have the highest rate of success¬ 
ful long-term cessation of any smoking control strategy, 
but only a limited number of smokers will participate in 
such programs. 

• Formal cessation clinics, brief personalized interventions 
by health providers, and the gamut of self-help materials 
constitute a continuum of services aimed at the individ¬ 
ual smoker. When properly integrated in community 
programs such as the Community Intervention Trial for 
Smoking Cessation (Pechacek. 1987), they complement 
one another and offer attractive options for smokers 
with varying needs and interests. 
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PUBLIC OPINION The addictive nature of tobacco notwithstanding, t o bacco 

AND TOBACCO USE use appears to be largely a socially mediated practice that Is sus¬ 
ceptible to change In the social environment. Changes in 
cigarette consumption in the United States seem to mirror 
shifts in public attitudes and opinions about smoking (Warner. 
1986a). Figure 1 demonstrates a correspondence be twee n the 
per capita cigarette consumption of adults and the ttming of 
major public events related to smoking and health, increasing 
consumption between 1900 and 1950 can be related to applica¬ 
tion of newly developed marketing and advertising techniques 
by the tobacco industry and the impact of World Wars I and II. 
when millions of men were introduced to cigarettes in the 
armed forces (Warner. 1986a; Whelan, 1984). 

Most studies of seminal events that affected public aware¬ 
ness and knowledge about smoking, such as publication of the 
first Surgeon General's Report in 1964. have shown significant 
decreases in cigarette consumption In the vear of the event 
(Hamilton, 1972; Warner. 1977 and 1989)! Several studies 
have found the events to have a cumulative downward influ¬ 
ence on demand for cigarettes. Warner, projecting from 
prevalence rates and trends of the mid-1960's. found that 1985 
smoking rates for every age and sex cohort were significantly 
lower than expected, with the greatest decreases from the 
projected rates in the younger cohorts (Warner, 1989). He 
estimated that in 1985 there were 35 million fewer smokers 
than expected, a 38 percent decline in anticipated prevalence. 
Warner attributes this difference to changes in the social 
environment spawned by scientific and social interest in the 
hazards of smoking (Warner. 1986a and 1989). 

As social beings, humans are subject to a desire to con¬ 
form. to adopt the social conventions, customs, and norms of 
the majority (Wrightman, 1977). To the extent that individu¬ 
als perceive their actions as deviant, there will be pressure to 
conform to the dominant public opinion. The history of 
tobacco use traced in Figure 1 can be seen in these terms, 
initially reflecting increasing social sanction of smoking (first 
by men and then by women), then growing disapproval of 
smoking as a practice dangerous to the smoker and, later, to 
others. 


i 
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smoking's hazards, shifting attitudes about smoking, and 
lowering the percentage of smokers in the population (US 
DHHS, 1989a). However, the public's understanding of to¬ 
bacco's hazards is still remarkably superficial, particularly 
among those segments of the population at greatest risk of 
smoking—the poorly educated, minorities, and teenagers 
(Warner. 1986a). 

In a comprehensive tobacco control effort, the mass media 
serve a number of important functions. Including (1) providing 
information to the public about facts and issues relating to 
tobacco use; (2) alerting citizens and policymakers to Injurious 
public policies that promote tobacco use; (3) motivating people 
to stop or not start using tobacco; (4) recruiting smokers into > 

treatment programs; and (5) conducting smoking cessation 
programs. 

Those who control the media do not necessarily view any 
of these tasks as their responsibility. To the contrary, a sub¬ 
stantial body of evidence indicates that, because they depend 
on tobacco advertising revenue, the media often evade the ! 

topic of tobacco and health (Dagnoii. 1990; Warner, 1985). 

Tactics Tobacco control activities directed at the media should 

seek to accomplish two goals: (1) increase the public's expo¬ 
sure to prohealth, antitobacco messages; and (2) limit the 
public's exposure to protobacco messages. The following 
sections briefly discuss tactics for accomplishing these goals. 

Counteradvertising. Perhaps the most visible use of the 
mass media for tobacco control has been antitobacco cam¬ 
paigns sponsored by the major voluntary health organizations 1 
and Government agencies (Flay, 1987; US DHHS, 1989a; j 

Warner. 1988 and 1989). For the most part, these campaigns ! 

have relied on donated air time and advertising space. 

One of the most significant periods of antismoking adver¬ 
tising occurred between 1967 and 1970, when the Federal 
Trade Commission ruled that, under the Fairness Doctrine, 
television and radio broadcasters were required to donate air 
, time to antismoking messages as a balance to cigarette com¬ 

mercials (O Keefe, 1971; US DHHS, 1989b; Warner 1977. 

1986a. and 1989). At their peak, antismoking messages were i 

given about 1 minute of air time (much of it in prime time) for 
every 3 minutes of cigarette advertisements (Whiteside, 1971). 

Several studies support the conclusion that the antismoking t 

messages aired during the Fairness Doctrine era markedly dis¬ 
couraged smoking (O'Keefe. 1971; Warner, 1989). Cigarette i 

consumption declined each year during the campaign (Figure 
1) and rose again after removal of cigarette advertising and the 
antismoking advertisements from the broadcast media in 1970. 
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This experience supports the idea that a public service an¬ 
nouncement campaign can be e ffe c tive in certain circumstances 
(Flay, 1987). After reviewing 56 evaluated antitobacco cam¬ 
paigns, Hay concluded that the key element in the success or 
failure of an antismoking campaign is its intensltv. The more 
intensive the campaign—that is. the greater its reach, frequency, 
and duration—the greater the impact on behavior. The disap¬ 
pointing results of many health promotion campaigns delivered 
through the mass media can be traced directly to inadequate 
exposure of campaign messages (Bettinghaus. 1986: Hay, 1987; 
McGuire, 1984; Wailack. 1981). 

Reliance on public sendee announcements iriqst often 
results in campaign messages being seen infrequently (Flay, 

1987; Wailack, 1981). In an evaluation of a 6-month anti¬ 
smoking television campaign conducted in media markets in 
New York and Pennsylvania, Cummings and colleagues reported 
that half of donated advertisements were aired between 12 mid¬ 
night and 7 a.m. Airing of the same messages in purchased time 
significantly improved response, as measured in calls to a 
hotline (K.M. Cummings et al., 1989). 

Several states, including Minnesota, Michigan, and Califor¬ 
nia, have funded antitobacco media campaigns with revenue 
earmarked from cigarette excise taxes (Johnson. 1990; US DHHS, 
1989a). In California, excise taxes are funding a S28.6 million. 
18-month advertisement campaign against smoking (Johnson, 
1990). The campaign, launched in April 1990, includes paid ad¬ 
vertisements in newspapers and magazines, on billboards, and 
in prime time on television and radio. 

Public relations evens. Creating events that svil] be of 
interest to large segments of the population is an effective and 
economical way to gain media coverage for tobacco control 
issues (US DHHS, 1989b). The best known national public 
relations event for smoking cessation is the American Cancer 
Society's Great American Smokeout, which has been held 
annually since 1977 (Hay, 1987; US DHHS. 1989a). The Smoke¬ 
out is a multimedia event carried out each November through¬ 
out the United States. In most communities, it constitutes an 
8-davi media blitz leading up to Smokeout Day, when smokers 
are urged to give up cigarettes for at least 24 hours. Public 
awareness and participation in the Smokeout has been high fot 
years (Hay, 1987; US DHHS, 1989a). A Gallup poll of adult 
smokers taken after the 1989 Smokeout showed that 85 percent 
of smokers were aware of the event and 10.5 percent abstained 
from smoking on Smokeout Day. 

In 1987, the .American Lung Association began sponsoring 
Non-Dependence Day, the 5th of July, as a way to bring atten¬ 
tion to the problem of nicotine addiction and to offer assistance 
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to smokers trying to stop. National events such as the Smoke* 
out and Non-Dependence Day can be used to spin off media 
events such as television and radio cessation clinics (Flay, 

1987), newspaper stories profiling former smokers (Cummings 
et aL, 1987), and communitywtde stop-smoking contests 
(Cummings et al„ 1990; King et al., 1987; Pechacek et aL, 

198S). 

Government agencies frequently designate specific times 
of the year to highlight specific prevention and d i s ease control 
initiatives (e.g., high blood pressure control week). The State of 
New York designated the first week of January 1990 as To¬ 
bacco Awareness Week" and granted 55,000 to county health 
departments to create local tobacco control events. Those 
events soiled across the state and Included poster contests for 
schoolchildren, stop-smoking contests, smoking policy work¬ 
shops for businesses, and training programs for health care 
providers. Local media coverage of events was heightened by 
the fact that local events were conducted as part of a statewide 
initiative. 


Presentation of research findings is another way to gain 
access to the media (American Cancer Society, 1987; Davis, 
1988a; US DHHS, 1989b). The media's desire for health stories 
is so strong that even familiar health information can be re¬ 
cycled or repackaged in such a way as to be of interest to media 
gatekeepers. The best example of such an event is the annual 
release of the U.S. Surgeon General's Reports on smoking and 
health. These reports usually contain little new scientific 
information, but their presentation by the Surgeon Genera] in 
a high-profile news conference generates extensive media cov¬ 
erage (US DHHS, 1989a). Having a highly visible and credible 
spokesperson or group deliver the information will often gener¬ 
ate media coverage; even when the message Is familiar. 

Tailoring Information for local news media can be an 
effective way to extend the life of a national news story or 
create a new media event (American Cancer Society, 1987; US 
DHHS, 1989b). After a news release on the medical costs 
associated with treating smoking-related diseases in the United 
States, several state health departments issued cost informadoo 
specific to their individual states, which resulted in a new wave 
of media coverage on the burden of smoking. 

Advocacy. Media advocacy is the strategic use of the mass 
media to promote public policy initiatives (US DHHS, 1989b; 
Wallack, 1990). Media advocacy does not attempt to directly 
change individual smoking behavior but uses the media to 
promote public debate about the tobacco issue. It shifts atten¬ 
tion from smoking as solely an individual problem to the role 
of public policy in shaping individual health choices. Media 
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advocacy stimulates community i n vo lv ement In defining 
public policy initiatives that influence the social environment 
in which consumers make choices about use. 

In contrast to a planned information campaign or public 
relations effort, a media advocacy cam paig n u taagm like a 
political campaign in which compet in g forces continually react 
to unexpected events, breaking news, and opport uni ties (US 
DHHS, 1989b; Wallack, 1990). When tons of Imp o rted Chilean 
fruit were banned after the discovery of a small amount of 

cyanide in two grapes, smoking control advocates alerted the 

media to the fact that there is more cyanide In one, cigarette 
than was found in the grapes. The Chilean grapes Incident was 
thus used as a vehicle to raise the issue of Government's failure 
to regulate the tobacco industry. 

Specific kinds of knowledge are essential for effective 
media advocacy; knowing the media, knowing the relevant 
tobacco policy issues, and knowing how to frame an ftsitr for 
public debate (US DHHS, 1989b). Tobacco control'advocates 
need to understand how die different media work, that Is, what 
types of stories are deemed newsworthy, how editors decide 
what stories get covered, and what deadlines and logistical 
Issues might influence coverage. There are several excellent 
guides available that illustrate media advocacy skills specifically 
for tobacco control (American Cancer Society, 1987; US DHHS, 
1989b). 

Providing media advocacy training to interested persons Is 
one way to encourage and enhance the use of news media for 
control of tobacco use. A communication network among ad¬ 
vocates sharing information on local and national activities 
will promote media advocacy efforts. As noted earlier, local 
news coverage of smoking control Issues is enhanced when 
local stories spin off from current issues in the national news 
media (American Cancer Society. 1987; US DHHS, 1989b). 
Newsletters and computer bulletin board syst em* pfn r|^ ways 
to facilitate timely co mmun ications among national, state, and 
local advocates. The Smoking Control Advocacy Resource 
Center sponsors an electronic communications network 
(SCARCNET, 1990). 

Regulations on Because tobacco advertising is nearly ubiquitous, several 

Advertising medical and public health groups have argued that stronger 

regulatory actions are needed to curb the influence of pro¬ 
tobacco messages delivered through the media (American 
Medical Association Board of Trustees, 1986: Warner, 1986a). 
Currently, the Federal Government bans tobacco advertising In 
the broadcast media and regulates the content of tobacco 
advertisements by Federal Trade Commission action (US 
DHHS. 1989a). 
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A number of proposals to further restrict tobacco advertis¬ 
ing and promotion are now under consideration by public 
health groups, state and local governments, and Congress 
(Colford, 1990; Myers et a!., 1989). One such proposal would 
limit the imagery and graphics of tobacco advertisements to 
permit only "tombstone ads." with no models, slogans, scenes, 
or colors. Other proposals that would restrict tobacco advertis¬ 
ing and promotion range from a total ban on all tobacco 
advertising, to limited restrictions, such as disallowing certain 
types of promotion (e.g., tobacco company sponsorship of 
sporting and cultural events, brand advertising in movies, and 
distribution of free samples). 

Most of the proposed legislation to regulate tobacco 
advertising is designated for action at the Federal level because 
of laws that preempt states and localities from regulating 
cigarette advertising (Myers et al., 1989; US DHH5, 1989a). 

However, state and local communities do have jurisdiction in 
regulating the location of tobacco advertising when the me¬ 
dium is not national in scope. For example, several metropoli¬ 
tan areas (Denver, San Francisco Bay Area, and Amherst. 
Massachusetts) have prohibited tobacco advertisements on 
their mass transit systems (US DHHS, 1989a). in Minnesota, 
the state's Sports Commission banned tobacco advertising in 
the Hubert H. Humphrey Metrodome (US DHHS. 1989a). The 
City of Detroit banned tobacco advertisements on billboards 
(McMahon and Taylor, 1990). The City of New York passed an 
ordinance prohibiting tobacco advertisements on city-owned 
property. Numerous cities and two states (Minnesota and 
Utah) have passed laws prohibiting the distribution of free 
tobacco product samples (US DHHS, 1989a). 

Health Care Tobacco control efforts directed at the health care sector 

Providers should seek to accomplish the following goals: (1) establish 

routine counseling on tobacco as a minimum standard of 
practice for ail health care settings (i.e.. physicians' offices, 
hospitals, public health clinics); (2) make all health care facili¬ 
ties smoke-free; (3) increase the number of pharmacies and 
, other health care facilities that will not sell tobacco products; 

■ (4) increase the number of health insurance companies that 
offer financial incentives that discourage tobacco use (e.g., 
lower premiums for nonsmokers, payment fot cessation serv¬ 
ices); and (5) increase the number of health care providers } 

actively involved in promoting tobacco control initiatives in j 

other sectors of the community, such as in schools, through 
the media, and in worksites. Intervention activities to achieve I 
these goals fall into three categories: education, economic ! 

incentives, and regulation. ; 


I 


Education Anti tobacco counseling efforts by health professionals 

appear to have great potential in encouraging patients to stop 
or reduce their tobacco use (Glynn et al., 1990). The strengt h 
of Oils approach lies in the large number of smokers who can 
be reached by credible sources In environments where health Is 
a salient topic Estimates show that if "stop smoking" messages 
were routinely delivered to patients by physicians, 38 million 
smokers could be reached and the number who stop smoking 
each year could be doubled. Despite the fact that most physi¬ 
cians believe it is their responsibility to encourage their pa¬ 
tients to abstain from using tobacco, many fail to do so rou¬ 
tinely with all patients (Anda et al.. 1987). 

*; 

A number of barriers to more active involvement in 
tobacco cessation counseling have been cited. Among them 
are insufficient time, naming, and backup materials to provide 
effective help (Orlandi. 1987; Orleans et aL, 1985). In an effort 
to address these barriers, several health provider groups have 
developed training materials and programs to assist health care 
providers hi becoming more proficient in providing tobacco 
cessation assistance (Davis, 1988b). In 1989, the ^Jatkmai 
Cancer Institute and the American Cancer Society Initiated a 
national program to recruit and train physicians from around 
the United States who will In turn provide training In tobacco 
counseling to health providers cm a statewide or regional basis. 
The establishment of a core group of health care providers who 
are capable of training other providers will in time result in 
more training opportunities and, presumably, more effective 
tobacco counseling by all health care providers. 

Insufficient time is an important barrier that affects atten¬ 
dance at training programs. Too often those who voluntarily 
attend training programs are already predisposed and knowl¬ 
edgeable about counseling their patients to abstain from 
tobacco. To recruit other providers, some groups have advo¬ 
cated visiting health care offices to provide on-site training, 
much like the pharmacy company sales representatives who 
make regular visits to health care providers (Kottke et al., 

1988). Such an approach has the advantage of involving the 
provider's office staff in training and provides the opportunity 
to disseminate relevant tobacco control materials (e.g., self- 
help guides, labels for patients' charts, list of community 
cessation services). 

Because influential health care providers in a community 
are often asked to comment on the tobacco issue, providing 
them with training on effective use of the media is important 
to ensure that the prohealth message is heard (American 
Cancer Society, 1987; US DHHS. 1989b). The tobacco control 
movement has demonstrated that concerned community 
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leaden, in spite of limited media experience, can be effective 
media advocates. Experience has also demonstrated that such 
community-based advocacy can be greatly enhanced If tobacco 
control advocates are introduced to some baste lessons of 
media advocacy (US DHHS, 1989b). In the United States, 
Doctors Ought to Care, a concerned group of physicians and 
other health professionals, has created satirical media events to 
publicize the problem of tobacco use and promotion, a promi¬ 
nent example being Its sponsorship of the Emphysema Slims 
tennis tournament as a counterpoint to the Philip Morris- 
sponsored Virginia Slims tournament (Doctors Ought to Care, 
1989). 

Economic Incentives Convincing pharmacists to stop selling a profitable prod¬ 

uct like cigarettes is not easy (Richards and Blum, 1985). 
However, the number of tobacco-free pharmacies is increasing, 
and the American Pharmaceutical Association has endorsed the 
position that pharmacists should not sell tobacco products (US 
DHHS, 1989a). In Nevada, a local pharmacist made national 
news when he built a tobacco "bonfire' to publicize the fact 
that his store would no longer sell tobacco products. In Erie 
County, New York, the American Cancer Society urged com¬ 
munity pharmacies to stop selling tobacco during the Great 
American Smokeout. In New Jersey, one advocacy group 
compiles and publicizes a list of tobacco-free pharmacies (New 
Jersey Group Against Smoking Pollution. 1988). Pharmacists 
have been encouraged also to be more involved in counseling 
their cheats on ways to stop using tobacco, in 1982, the 
National Cancer Institute in collaboration with the American 
Pharmaceutical Association produced and distributed over 
25,000 copies of the 'Pharmacist's Helping Smokers Quit Kit' 
(NCI 1982). 

Regulation Two-thirds of the states now require hospitals to restrict 

smoking to designated areas (Pertschuk and Shopland, 1989; 

US DHHS. 1989a), Minnesota was the first state to pass a law 
that requires all hospitals to be smoke-free. 

r There are many compelling reasons for health care facill- 

• ties, especially hospitals, to adopt strong smoking restrictions 
(Knapp et a!„ 1986). Permitting smoking in the facility may 
undermine physicians' advice to stop smoking. Nonsmoking 
patients in the facility may be adversely affected by exposure to 
environmental tobacco smoke. The majority of hospital fires 
are caused by smoking In bed. Finally, other sectors of the 
community look to actions in the health care sector to model 
their response to the tobacco issue. 

One strategy that has been used effectively to help pro¬ 
mote the establishment of stronger smoking policies is to 
survey patients and staff about their attitudes about restricting 

212 


smoking (Kottke et al_, 1988). Population surveys have demon¬ 
strated strong public support for tough smoking restrictions in 
health care facilities (US DHHS, 1989a). Getting local medical 
and public health organizations to endorse smoking restric¬ 
tions can pressure administrators to institute st ro nger smoking 
restrictions (American Cancer Society, 1988; Knapp et aL, 

1986). Finally, publicly acknowledging health care facitiUes 
that have strong antismoking policies may help pressure others 
to adopt similar restrictions (Kottke et al„ 1985). There are 
several comprehensive guides available that describe strategies 
for implementing voluntary no-smoking policies (American 
Hospital Association, 1988. Burtaine and Slade, 1988; Hurt et 
al„ 1989; Knapp et aL, 1986). 1 < 

Licensure requirements for health care fariHHes could be 
changed to m a nd ate that tobacco pr even tion and 'cessation 
services be offered. The New York State Health Department is 
currently considering a regulation that would require hospitals 
to Include plans for cardiovascular disease pr e v e nti o n programs 

(Including prevention of tobacco use) In their application for a 

'certificate of need" to build a coronary care unit.. Similarly, 
funding for state and local health departments could be 
contingent on their providing certain types of tobacco control 
services. 

Worksites Worksites are an important channel for tobacco control 

because they constitute a setting in which large nnmhw of 
smokers can be reached with programs to encourage and 
support cessation efforts (Fielding, 1984; US DHHS, 1985). 
Worksites are also an important channel for involving non- 
smokers in tobacco control efforts, particularly through the 
promotion of no-smoking policies (American Cancer Society, 

! Tobacco control activities for worksites should seek to ac¬ 

complish the following goals: < I) increase the number of 
worksites that provide tobacco control programs for their 
employees and (2) increase the number of worksites that adopt 
policies that discourage tobacco use (e.g., no smoking indoors, 
lower health insurance premiums for nonsmokexs, hiring of 
nonsmokers only). Intervention activities to accomplish these 
goals fall Into the same above-mentioned categories: education, 
economic incentives, and regulation. 

Stimulated by both public and private initiatives, an in- 
j creasing number of businesses are adopting policies that limit 

: smoking at work. A 1987 national survey conducted by the 

Bureau of National Affairs found that 54 percent of the busi- 
i nesses responding to the survey had policies limiting smoking 

j at work (Bureau of National Affairs, 1987). The 1986 Adult Use 

I 

l 
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of Tobacco Survey showed that 45 percent of employed adults 
in the survey reported having some smoking restrictions at ' 
their workplace (Centers for Disease Control, 1988). 

Education Policies limiting smoking at work have resulted In an 

Increased demand for worksite tobacco education and cessation 
programs (Martin et al_, 1986; Newsweek, 1988). Community 
organizations such as the American Lung Association, the 
American Heart Association, and the American Cancer Society 
baste all developed educational programs and materials to assist 
worksites in providing tobacco education for their employees 
(LaRosa and Haines, 1986). A number of commercial stop¬ 
smoking programs have created programs and marketing 
strategies specifically for worksites (Newsweek. 1988; US DHHS, 
1989a). 

In addition to offering educational programs, some busi¬ 
nesses offer their smoking employees incentives to stop smok¬ 
ing (Schwartz. 1987; US DHHS, 1985). A common type of 
incentive is the offer to pay part or all of the cost to attend a 
cessation program. General Motors absorbs 75 percent erf the 
fee for a smoking cessation program offered to its employees 
(Schwartz. 1987). Some employers have offered a cash bonus 
to employees who abstain from smoking (Rosen and Lichten¬ 
stein, 1977). Recently, a company in Houston began charging 
smokers an extra $ 10 a month to pay for higher health care 
benefit costs associated with smoking (Winslow, 1990). 

A strong policy against smoking is the cornerstone of a 
successful workplace tobacco control effort (Emont and Cum¬ 
mings, in press; Fielding, 1986). The most common barrier to 
adopting a restrictive smoking policy is a perceived absence of 
employee demand (Bureau of National Affairs. 1987; Emont 
and Cummings, 1989). In a 1987 survey, two-thirds of compa¬ 
nies without policies cited insufficient employee demand as the 
reason for not adopting a policy (Bureau of National Affairs, 
1987). In addition, many employers fear a negative reaction 
from smoking employees, including possible legal action and 
grievances (Bureau of National Affairs. 1987). However, sur- 
, veys of smokers and nonsmokers consistently show support for 

smoking restrictions at work (US DHHS, 1986 and 1989a). 

Conducting workshops to educate employers about the ra¬ 
tionale and tactics for implementing smoking restrictions is 
one approach to encouraging worksites to implement no¬ 
smoking policies. Publicizing surveys that demonstrate support 
for worksite smoking restrictions can be an effective way to 
make employers aware of employee demand for such policies. 

In the same vein, actively marketing tobacco control services to 
worksites, rather than just reacting to requests for such assis¬ 
tance. can substantially increase the number ot worksites 


voluntarily implementing tobacco control policies and pro¬ 
grams for their employees. 

Economic Incentives A growing body of evidence shows that health care costs 

are greater for smokers than for nonsnsokers (Krijtein, 1983; 
Winslow, 1990). This information Is particularly relevant to 
employers, because a large share of health insurance is pur¬ 
chased by employers as a benefit for employees. The issues 
related to insurance as an economic incentive are covered later 
| in this chapter. 

The courts have established that it is the employer's com¬ 
mon law duty to provide a safe workplace. In several cases em¬ 
ployers have been held legally and financially responsible for 
smoking-related illnesses and disability caused by exposure to 
I environmental tobacco smoke at work (Myers and .Arnold, 

| 1987). As evidence about the health hazards posed by e n v tr on- 

f mental tobacco smoke continues to mount, the co n ce r n about 

| liability for allowing unrestricted smoking at work will proba¬ 

bly stimulate more employers to institute restrictive smoking 
policies (US DHHS, 1986). 

Regulation Government efforts to regulate smoking restrittions for 

private and public worksites have increased markedly in the 
j past decade (Pertschuk and Shopland, 1989; US DHHS, 1986 

and 1989a). As of 1990,14 states and nearly 300 cities and 
counties had mandated the adoption of workplace smoking 
policies (Pertschuk and Shopland, 1989). There has been Uttie 
evaluation of the adequacy of implementation or level of 
compliance with smoking laws. The available evidence does 
not support the tobacco industry claim that smoking laws in 
workplaces are expensive and unenforceable (US DHHS, 

1989a). 

Schools Most smokers begin using tobacco before the age of 18; 

only a small percentage take up smoking after age 21 (US 
DHHS, 1989a). Most health professionals agree that the reduc¬ 
tion of tobacco-caused disease can best be achieved through 
preventing children from initiating tobacco use (American 
Academy of Pediatrics, 1987; .American Medical Association. 
1987; Blum, 1986; Colorado Department of Health. 1986; 

Coye, '1988; Maine Department of Human Services. 1983; 
Minnesota Department of Health. 1984; Pennsylvania Plan for 
Tobacco or Health, 1986; Warner et at.. 1986). Schools are Im¬ 
portant for tobacco control efforts also because they are signifi¬ 
cant community institutions. 

School activities to control tobacco use should seek to ac¬ 
complish the following two goals; f 1 > increase the number of 
schools that implement state-of-the-art tobacco prevention 
curricula and (2) increase the number of schools that ate 
tobacco-free. Intervention activities to accomplish these goals 
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fall Into two broad categories: information dissemination, 
which includes activities to encourage voluntary actions by 
schools, and regulation, which mandates that schools take 
specific actions. Examples of each of these Intervention strate¬ 
gies are given below. 

Information Since the mid-1960's, tobacco education has been a com- 

Dtsseminatton mon element erf school health programs. However, the nature 

of tobacco education efforts and their designated targets have 
changed over time (US DHHS. 1989a). There has beat a shift 
away from information-oriented programs to psychosocial 
curricula designed not only to address youth's motivations to 
smoke but also to impart skills for resisting influences to smoke 
(Flay, 1985; US DHHS, 1989a). There has also been a shift In 
the target group from high school and college students to 
middle school and elementary schoolchildren (US DHHS, 
1989a). Although evaluations of school-based tobacco preven¬ 
tion programs Indicate that no single program can be relied on 
to deter adolescents' tobacco use across the board, evidence 
does point to certain key features of school-based programs 
that have been consistently associated with positive pr e ve ntiv e 
effects. These include multiple sessions over many grades; 
Information about the social consequences and short-term 
physiological effects of tobacco use; information about social 
influences on tobacco use, especially peer, parent, and media 
influences; and training in refusal skills (Glynn, 1989). 

The extent to which state-of-the-art curricula for preven¬ 
tion of tobacco use have been adopted and are used by schools 
has not been systematically documented, although anecdotal 
evidence suggests that few school systems provide truly sub¬ 
stantial curricula (Best et al.. 1988; Cleary et al., 1988; US 
DHHS. 1989a). Barriers to widespread adoption of tobacco 
prevention programs within schools include demands on 
teacher time, cost of materials for specific programs and 
teacher training, and competing educational and health 
priorities (Best et al„ 1988; Cleary et al., 1988). Packaging 
program materials so that they are easy for teachers to use will 
facilitate their adoption. Recruiting and training influential 
, representatives from school systems to serve as local smoking 

' control resources will help ensure that teachers stay current 
with program materials and will develop advocates for tobacco 
prevention within school systems (Glynn, 1989). 

School-based no-smoking policies are important because 
the school environment should be free of tobacco smoke, and 
teachers and school staff are influential role models for chil¬ 
dren. Evidence suggests that the rules about smoking at school 
influence the efficacy of tobacco prevention programs. To¬ 
bacco education programs implemented in schools that 


* prohibit smoking appear to be more effective than identical 

programs In schools with less re stri c tiv e policies (Best et *L, 
1988). 

Conducting workshops to educate school administrators 
and board members about the rationale and tactics for Imple¬ 
menting no-smoking policies Is one approach to encourage 
j schools to Implement such policies- Conducting and pubttdz- 

i ing surveys that demonstrate support for tobacco-free schools 

j can be used to pressure school boards to consider implement¬ 

ing stronger tobacco use policies (National School Boards 
{ Association, 1987). 

* 

i Regulation School education about the health consequences of 

tobacco use Is mandated by law in 20 states (US DHHS, 1989a). 
Several states also require teacher training about the effects Of 
tobacco use. In Connecticut, to be certified to teach in public 
school, a person must pass an exam on the effects of nicotine 
and tobacco use (US DHHS, 1989a). 

Little is known about the level of compliancewith state 
regulations. As netted previously, the nature and scope of 
tobacco education efforts appear to vary widely across school 
districts. Regulatory actions that fail to stipulate the nature 
and scope of tobacco curricula will likely be Ineffective. More¬ 
over, standards should be established to guide implementation 
and evaluation of curricula. Standards should address the 
curricula that should be used, teacher training, and minimum 
number of hours devoted to tobacco education at each grade 
level. 

i By 1990. IS states had prohibited smoking by secondary 

school students, and another 17 states had laws that restrict 
students' smoking to designated areas (US DHHS, 1989a). Most 
secondary schools have written policies that prohibit or restrict 
smoking by students (National School Boards Association, 

1987; US DHHS. 1989a). Smoking by school faculty and staff 
members is generally permitted, but only in areas away from 
j students. Three states. New Jersey, Wisconsin, and Utah, have 

passed laws that prohibit smoking by anyone on school ptop- 
j erty. Although most schools have policies regulating smoking, 

fewer'than 5 percent are totally smoke-free (National School 
Boards Association, 1987). An important barrier to adoption of 
a tobacco-free policy is concern about opposition from the 
teacher's union. Union contracts often negotiate smoking 
areas for teachers, even though the vast majority of teachers do 
not smoke. Thus, legislation that mandates schools to be 
tobacco-free is probably necessary. In general, public support Is 
greater for laws restricting smoking in schools than for other 
locations such as private worksites and restaurants (US DHHS. 
1989a). If additional evidence can be produced to demonstrate 
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a (ink between school smoking policies and smoking initiation, 
it Is probable that measures to prohibit tobacco use on school 
grounds will become more common. 

Table 1 summarizes the tobacco control activities discussed 
in this section and identifies groups and organizations that 
may assume responsibility for each. These interventions may 
have a greater synergistic effect when combined, compared to , 
the sum of individual effects. The key to a community-based : 

approach lies in assuring that the intervention is broad-based } 
and permeates the social networks. 

Although national and statewide Initiatives are critical 
components of a comprehensive smoking control plan, many 
of the most effective interventions will be individually applied 
In thousands of cities and towns across the United States. To 
achieve behavior change in a community, the target popula¬ 
tion must be involved in identifying the problem, planning 
and undertaking steps to correct the problem, and creating 
structures in the community that assure the change Is main¬ 
tained. An underlying assumption is that the community most 
be empowered to control the intervention and must accept 
'’ownership' of it. This approach has been tested in several 
community health promotion initiatives, including the Stan¬ 
ford Five-City Project (Farquhar, 1978; Farquhar et ai., 1985), 
the Minnesota Heart Health Program (Blackburn and Pechacek, 

1984), and COMMIT—the Community Intervention Trial for 
Smoking Cessation (Pechacek, 1987). There are two practical 
ways to implement tobacco control interventions that provide 
community ownership. These may be described as 'soda! 
action" and "locality development" (Rothman, 1979). 

Social action implies grassroots organizing of disadvan¬ 
taged and disaffected groups who demand change in the social 
structure. An excellent example of social action in the tobacco 
control field is in the formation of local groups (e.g.. Group 
Against Smoking Pollution) to lobby for restrictions on public 
smoking. Such groups often can be strong advocates for rapid 
change. The strength of the social action approach is also its 
weakness: because they are confrontational, grassroots groups 
provoke conflict and may sometimes inhibit the adoption of 
consensus. 

Locality development maximizes local participation in the 
intervention by including more than only the most committed 
groups in the change process. Essentially everyone is invited to 
join in identifying and solving the problem. An important 
advantage of this approach is that it expedites participation by 
established community organizations and increases participa¬ 
tion by community leaders. 
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Table 1 

Examples of tobacco control activities, by channel and group retponriMe lot performance 


CMmel 

i ookco veororoi acwvmqs 

Gmupe Reiponatole* 

Media 

* Sponsor antitobacco informational campaigns 

A,BwC.D 


• Sponsor smokeout days andtor commumiywide 
cassation wants (e.g^ TV einics, contests) 

A.8.D.G 


* Advertise cassation services 

A.&C.0 


* Hold prsss conferancu to roMMSi ntiovant iotwcco 
raoaardi flndbags to to* madia 

A.BIC.O.EH 


* Croat* events 10 (framadze the problem of tobacco use in 
the community (e.g.. satirize tobacco promotions) 

0.C.G, H 


• Conduct and pubtica* aurvoys to document support for 
tobacco control poActn 

A B, C, D. E, G, H 


• Conduct advocacy training lor community leaders 

B.H 


• ffViMhfr a communfcatfons natwof* among tobacco 
control advocaww 

A.8.H 


■ Lobby pottBciana to earmark government funds ter counter- 
ndswiiaing and to regutate tobacco ads and promotions 

AS groups 

Heath 

Cara 

• Dtssermnata materials to assist health care providers in 
counseing patients who smoke 

A.B.C.D 

Sector 

• Sponsor seminars to train health care providers on ways to 
counsel patients to sice smoking 

A 8. C. D. E 


• Becaat And train influential hooitft cara providers in madia 
advocacy 

B.C,H 


* Sponsor a program to encourage community pharmacies 
to become tobacco-free 

B.C.E,H 


■ Conduct surveys of patients, staff, and visitors to document 
support tor tobacco-free heath care fectflies 

AB.C.0.EH 


■ Sponsor seminars to promote tobacco-tree health care facades 

B. C. D. e 


• include tobacco education in medcaJ/haatth professional 
school curricula • 

C.E 


* Reimburse providers lor treating tobacco addiction 

1 


■ Gather data to support health insurance premium discounts tor 
nonsmokers 

A C. E. 1 


• Lobby politicians to mandat# smoke-free hearth car# facilities: 
mandate insurance coverage for cessation sennces, and premium 
discounts for non smokers: and mandate performance of tobacco 
control services by health departments, hospitals, and other 
health care (acuities All groups 
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Table 1 ( continued > 

*. p. 

Channel 

Tobacco Control AOMtoe Groups Respond*** 

Worksite 

• EH laaminaie tofamialiun to support establstitnecilor smoko-tree 



workptoco 

A.B.C.KLJ 


»Sponsor sen* »aro to promote no-amddhg po*dae In the workpiece 
• Conduct surveys of emptoyeee to document support for no-emoMng 

A.B.C.H.I.J 


peidesand ceeeelton santeee 

• GafftordSta to support health Insurance coverage ot tobacco 

A.8.E.H.U 


• Gather dele to support health Insurance premium discounts tor 

A.E.J.J 


nonmnofcm 

A, E. L J 


- Lobby poBlitiltoto to mended amoHngrasMctiona to wortakes 
* Lobby poMcbne to mandate Insurance coverage tor cessation services 
and premium dbcounta tor nonsmokers and to provide tax incentives to 

A* groups 


worioitas tost oAer cassation assistance to their employees 
•Support employee Wgadon against employers who fas to Implement 

Al groups 


meenlngfal imohtog poScfaa 

B. C. H, 1 

School* 

- Ola saneness daw oHhe-art curricula to schools 

• Sponsor workshops to vain teachers «> tmpiemenl tobacco 

A, B.E 


education curricula 

A.B.E.F 


• Make presenUMuns on tobacco-free schools to school boards. PTAs 

B.C.H 


• Corefect student surveys to document the need tor tobacco education 

- Conduct surveys ot students, (acuity, and school staff to document 

A.8.F 


support far tobeorotoss schools 

A.B.F 


• Mandats diet si teachers receive tobacco education training 

A.8.E 


• Lobby pottodena to mandate tobacco-tree schools 

Al groups 


* Kay 

A Govampwn t hiaffh agenda s 
B Health votuntarim 

C Healt h prolesetonst MWdMIem (ag.. medical societies) 

□ Hoapftala end other h ealt h aw iacBBsa 
£ IMveratdes, Including medkalaclioote 
F Bentsntsry/aeoondaiy schools 

Q Community otgantzadonsCe.g.. youth groups, service clubs) 

H Activist groups (e.g., Group Against Smoking Potlutton, Doctors Ought to Cars) 
I Insurance Industry 

J Business organizations (e.g.. Chamber of Commerce) 
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Coalition building Is a form of locality development. 
Coalitions encourage local organizations and groups to adopt 
tobacco control as tbdr own project. Network in g among 
coalition members fosters sharing of resources and reduces 
conflict It lends Instant credlbUity to the program because It 
involves recognized community leaden and tends to Isolate 
opponents. 

Involving organizations encourages them to divert their re¬ 
sources to tobacco control. In itself a change In norms. Be¬ 
cause community organizations network with each other, this 
change diffuses throughout the community and affects the 
membership of every organization. Seen from a systems 
per sp ective, change In organizations leads to change in the 
entire community. 

The role of the tobacco control interventionist In a 
locality development approach is to catalyze and coordinate 
action by the wide cross-section of organizations and individu¬ 
als recruited to the effort. Under a broad, commupityvride 
strategy, small task-oriented groups within the coalition pursue 
specific, manageable goals. Maintaining communication 
among organizations and promptly resolving disputes Is an 
important function of leadership, and a democratic structure of 
coalition governance is critical to building a true sense of 
ownership by all the members. 

There are four major steps in the coalition-building proc¬ 
ess: community analysis, planning, implementation, and 
maintenance. Each is critical to the development of a lasting 
tobacco control intervention that will permanently change 
community structures and norms. 

C ommun ity Community analysis provides an accurate, in-depth under- 

AmUysls standing of the community's needs, resources, soda! structures, 

and values. At the same time, it provides an opportunity to 
begin involving the community In the problem-solving proc¬ 
ess. 

The first task is to define the community geographically. 

A community may be as small as a neighborhood or as large as 
a majpr metropolitan area. The important factors in defining a 
community are Interdependence among important social 
groups and a sense of shared values and norms that lead to 
individual identification with the community. Because of the 
importance of major media in determining such identity and 
in changing norms, consideration should be given to defining 
the scope erf the community as widely as the area of dominant 
influence of the local broadcast and daily print media. In any 
case, such a definition should be undertaken in consultation 
with the leadership of important community sectors, including 
health, education, business, labor, and government. 
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Once the community is defined, the next step is to iden¬ 
tify the community resources and structures that are poten¬ 
tially available to focus on the tobacco control effort. A large 
body of quantitative and interpretive data Is collected from 
both secondary sources (e.g., census data, economic reports, 
histories) and primary sources (leaders and members of the 
various community sectors). Information should be gathered 
on the demographic makeup of the population, smoking 
patterns, and the levels of illness and disability In the commu¬ 
nity. It should assess the economic structure and well-being of 
the community, identify business leaders, and tabulate major 
employers. Political activity and the level of citizen participa¬ 
tion should be appraised. 

The analysts should carefully assess the level of health pro¬ 
motion and treatment programs available. What resources and 
skills already exist, and what is the level of service being pro¬ 
vided? How ready are providers to join in a tobacco control 
effort? 

The important public and private educational systems 
should be Identified, and the content of the health curriculum 
appraised. In addition, an effort should be made to Identify 
Important social, fraternal, and community imp r ovement or¬ 
ganizations and to characterize their memberships. Important 
religious denominations and major and minor media outlets 
also must be identified and analyzed- A calendar of major 
community events should be compiled. 

The community leadership structure, because it is likely to 
affect the intervention, is as important as a list of community 
resources. What organizations and groups are currently in¬ 
volved in tobacco control? Who are the groups and Individu¬ 
als likely to help or hinder the project? Who are the important 
leaders who could make a significant contribution? What are 
competing community priorities, and who are their advocates? 
How do people want to participate? 

This information should be gathered in interviews with 
community leaders, beginning with those most likely to be 
interested in the intervention, such as the leadership of major 
volunteer health organizations and those in charge of health 
promotion at the local health department and hospitals. From 
these interviews, influential community leaders will be identi¬ 
fied. These leaders in turn should be interviewed to identify 
additional community leaders and important organizations. 
This process should be pursued as long as profitable. 

The point of the analvtic exercise is to determine how the 
community makes decisions and to begin involving the com¬ 
munity in the task of solving the tobacco problem. At the end 
of the process, the analysts should be able to determine the 


community's readiness for change. Are the various el ements of 
the community able to work to ge t he r to identify and solve com¬ 
mon problems? Can they achieve consensus on goals and priori¬ 
ties? Who are the key players who must be part of that consen¬ 
sus? Is there a history of collaboration to build on or must trust- 
building and conflict resolution be an eerfy component of the 
tobacco control Intervention? To what extent Is tobacco control 
a community priority? 

planning At this point the process of planning the Intervention 

begins. A small group of influential individuals willing to com¬ 
mit the time and energy needed to (dan and begin implementing 
the project should be selected. An important consideration in 
choosing members for this initial group is that major stakehold¬ 
ers be included, that is, those with a preexisting commitment to 
tobacco control. In many communities this will Include repre- 
I sentatWes of the major voluntary health agencies and other 

health promotion organizations. Other Important community 
sectors, such as education and business, should be r e pr e sen ted If 
possible. 

This planning group will determine the structure and Initial 
membership of the coalition and will begin recruiting members. 

It will set overall goals for the program and will determine 
staffing structure, office location, and similar needs. If resources 
i are available to pay a staff, the program director should be hired 

: at this point, and the planning group should have a significant 

I role in writing the job description and screening candidates. . 

j Staff support is vital to the success of the intervention. If funds 

are not available to pay for a staff, Individuals employed by 
health agencies may be reassigned from current activities. In 
either case, dear role definitions are important. 

Implementation The program director should be someone familiar with the 

target community (p re fe ra bl y a member of It) and should be ac¬ 
quainted with local resources, values, and decision-making proc¬ 
esses. The most important skill is the ability to 'network,' pref¬ 
erably on a communitywtde level. 

The coalition should be as broad as possible and divided into 
task forces according to members' interests. Obvious choices for 
task forces would be media, public policy, health care, worksites, 
youth and education, and cessation services, though there may 
be others. A scheme for coaiition governance should be devised 
early. Some type of board or executive group is needed to make 
important management decisions, but care should be taken to 
ensure that interventions are planned and implemented by the 
task forces. An important board function may be allocating 
resources among (jie task forces, so it is important that the board 
be responsive to the coalition's membership, possibly through 
election to fixed terms. 
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Training and education of board and task force members 
are important and continuing aspects of the community mobi¬ 
lization process. Most members will not be experts In tobacco 
control and may approach the problem with strategies that ate 
ineffective or Incomplete- They will benefit from further 
education on the smoking problem, nationally and as it exists 
In their community, and they should be exposed to strategies 
established as effective in previous Interventions. Many will 
bring important skills to the program that can be enhanced by 
training in other areas, but some will benefit from learning 
new skills. For example, physicians trained in media advocacy 
can be a powerful addition to the protect's efforts. 

A strategic tobacco control plan presents the coalition's 
overall goals and a series of specific objectives toward meeting 
those goals. It Is important both in guiding rational, sequential 
Implementation of the intervention and as a tool for mobiliz¬ 
ing the community to recognize tobacco use as an important 
public health problem. The plan should be a product of die 
task forces, which will set priorities, identify resources, and 
plan activities. In developing the plan, the community begins 
to assume ownership of the project. 

Above all, the tobacco control plan should represent a 
comprehensive, communitywide approach employing mul¬ 
tiple, integrated Interventions. Coordination among task 
forces and intervention activities is vital and is the primary 
responsibility of the program staff. Rather than providing 
interventions themselves, the staff will identify others in the 
community to undertake the intervention activities and to 
coordinate those efforts. A number of state and local tobacco 
control plans have been produced and are available for guid¬ 
ance (Colorado Department of Health 1986; Coye, 1988; 
Minnesota Department of Health, 1984). 

M ai nten ance Maintenance of the intervention is necessary to its success. 

Smoking will not disappear from a community in months or in 
a few years, and changes in community norms will probably 
occur over the course of a generation. Any outside financial 
, support for a community intervention will be restricted in 

- amount and duration. More fundamentally, ownership of the 
intervention will not be complete until the community redi¬ 
rects its resources to smoking control. This action will! in itself, 
constitute a significant normative change. 

Planning for transfer to the community should be an 
integral part of the intervention. Activities should be struc¬ 
tured to elicit the greatest possible participation from commu¬ 
nity organizations and structures. The strategic use of seed 
money grants and contracts can build a constituency for 
tobacco control within organizations and ensure a continuing 
interest in addressing the problem. 
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In addition to broadening the group of stakeholders who 
believe in the importance of tobacco control and have actively 
worked at it. this approach gives individuals and organizations 
the experience of successfully implementing programs they 
might otherwise not have attempted. Selecting low-cost 
activities, or at least demonstrably cost-effective activities, will 
increase the sense of seif-sufficiency. 

Only by letting the members of the community impte- 
t ment the tobacco control program can it continue after outside 

funding is exhausted. Staff m embe r s must not become sendee 
providers. Rather, they are facilitators, coordinators, and 
trainers. It is recognized that the community win make mis¬ 
takes, but it will team from these mistakes and, given time, will 
Institutionalize an effective tobacco control program. 

RESTRICTIVE Restrictions on smoking for fire and safety reasons have 

| LEGISLATION existed for much of this century, bat restrictions based on 

t health and annoyance have been implemented largely over the 

last two decades (US DHHS, 1986). The major motivations for 
this new wave of restrictions have been the irritation and 
annoyance of the nonsmoker caused by environmental tobacco 
smoke and the evolving understanding of the disease rids 
associated with expos ur e to environmental tobacco smoke, 
f Now these motivations are blending to produce a social dhnate 

| in which cigarette smoking is increasingly unacceptable. 

Much of the credit for changes in the social acceptability 
! of smoking has focused on recent events such as the call for a 

i smoke-free society by the year 2000 as well as reports on the 

scientific evidence by the Surgeon General (US DHHS, 1986), 
the National Academy of Sciences (1986), and most recently 
the U.S. Environmental Protection Agency (in press). However, 
this kind of social shift occurs slowly, gathering momentum 
with time. The understanding of the risks associated with 
environmental tobacco smoke began in 1970 when the Sur¬ 
geon General at that time, Jesse L Steinfeld, M.D., recognized 
the clear biological plausibility of a significant public health 
risk from environmental tobacco smoke. Addressing the 
National Interagency Council on Smoking and Health, he 
stated, “Evidence is accumulating that the nonsmoker may 
have untoward effects from the pollution his smoking neigh¬ 
bor forces upon him.' Dr. Steinfeld called for a bill of rights 
for the nonsmoker (Steinfeld, 1972), and he directed the 
National Clearinghouse for Smoking and Health to conduct a 
complete assessment of scientific evidence on the topic for 
inclusion in the next Surgeon General's Report (US DHEW, 
1972). 
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Those documented concerns, coupled with nonsmokers' 
annoyance at being exposed to tobacco smoke, ignited the 
non smokers' rights movement. By the mid-1970's. the change 
in social acceptability of smoking was well under way and has 
been credited with the downturn in per capita cigarette con¬ 
sumption that began in 1974 (Warner. 1981). 

Federal Actions Federal Government efforts to restrict smoking haste not 

been as extensive as those of state and local go v er nm ents. 
Outside the tobacco belt, state and local governments are less 
subject to lobbying efforts by the tobacco industry and there¬ 
fore have passed more laws restricting smoking. 

The only area in which Congress has acted to restrict 
smoking has been aboard commercial airline flights. Until 
recently, most of the regulation of smoking on airlines was the 
responsibility of the Civil Aeronautics Board (CAB). In 1971, 
the CAB mandated that all commercial airline Sights provide 
nonsmoking sections large enough to accommodate every 
passenger who desired to sit in them, and in 1983 it issued new 
regulations that banned smoking on flights of 2 hours or less. 
However, within hours of its announcement, the ban was 
reversed at the insistence of lobbyists and powerful m embe r s of 
Congress (Walsh and Gordon. 1986). 

Nevertheless, public pressure for a smoking ban continued 
to mount, and as a result, Congress passed legislation in 1987 
doing exactly what the CAB had tried to do in 1983—ban 
smoking on alt commercial airline flights of 2 hours or less. 
This included about 80 percent of all flights within the conti¬ 
nental United States (US DHHS, 1989a). In spite of concerns to 
the contrary, the airlines have found tire law to be an easy one 
to enforce. Flight crews found it necessary to Initiate enforce¬ 
ment actions against only 1 out of approximately every 
4 million airline passengers in 1988 (Hensley, 1989). 

In 1989, Congress again considered the issue of smoking 
on commercial air flights because the law dictating the 2-hour 
smoking ban was about to expire. The Senate wanted a total 
ban on all flights, whereas the House voted only to continue 
* the 2-hour ban- A compromise was reached, whereby the ban 

on smoking was increased to 6 hours, effectively eliminating 
smoking on all flights except those to Alaska, Hawaii, and 
foreign locales, as well as on chaner flights (Phillips. 1990). 

Most other Federal action regulating smoking has been by 
agencies restricting smoking at Government worksites. The 
General Services Administration, which is responsible for one- 
third of all Federal buildings, prohibits smoking except in 
designated areas. The Department of Health and Human 
Services completely bans all smoking in its buildings, in 1986, 


the De par t me nt of Defense established a new policy to curtail 
smoking among Armed Forces personnel. As part of the policy, 
smoking is permitted only In designated areas (US DHHS, 
1989a). 

State Legislation In 1973, Arizona became the first state to restrict smoking 

In a number of public places because environmental tobacco 
smoke is a public health hazard. This was done in response to 
the 1972 Surgeon General's Report, which for the first time 
identified involuntary smoking as a health risk. The passage of 
the Arizona law marked a shift in the content of laws regulat¬ 
ing smoking. Instead of restricting smoking because it is a fire 
hazard, likely to contaminate food, or morally wfcmg, legisla¬ 
tures started restricting smoking because it endangers the 
health of nonsmokers (US DHHS, 1989a). 

Throughout the 1970’s, the regulation of smoking in 
public places became a major issue for state legislatures. In 
1974, Connecticut became the first state to pass a law restrict¬ 
ing smoking In restaurants, and in 1975, Minnesota passed its 
Clean Indoor Air Act This was the first law to use the ap¬ 
proach that smoking would be prohibited everywhere except 
where specifically permitted, thereby making nonsmoking the 
norm. It was also the first law to extend smoking restrictions to 
worksites, both public and private. Continuing until today, this 
law has served as a model for other state legislatures seeking to 
pass comprehensive smoking legislation (US DHHS, 1989a; 
Kahn, 1983). 

The growth of state smoking legislation was rapid through¬ 
out the 1970's and 1980's. Two years that particularly stand 
out are 1975. in which 13 states enacted smoking laws, and 
1987, in which a record 20 states passed such laws. The flurry 
of activity in 1987 reflected the 1986 publication of reports 
from the Surgeon General and the National Academy of Sci¬ 
ences, both of which documented the health risks of Involun¬ 
tary smoking (Rigotti, 1989; US DHHS, 1989a). As of August 1, 
1990, 45 states and the District of Columbia had passed laws 
restricting smoking in public places in some manner (Tobacco- 
Free America, 1990). 

T^he laws that were passed were also more restrictive. Pre¬ 
viously, laws restricted smoking only in public places such as 
elevators or buses, but the new laws began increasingly to 
regulate smoking in restaurants and private worksites (Rigotti, 
1989; US DHHS, 1989a; Warner, 1981). As of August 1, 1990, 
27 states regulated smoking in restaurants and IS states re¬ 
stricted smoking at private worksites (Tobacco-Free America, 
1990 ). 
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The restrictiveness of state smoking taws varies In different 
regions of the country. In particular, southern states have fewer 
smoking laws, and they are less comprehensive. Of the five 
states that have no laws whatsoever to restrict smoking In 
public places, two—Tennessee and North Carolina—are major 
tobacco producers (RIgotti, 1989: Tobacco-Free America, 1990; 
US DHHS, 1989a). 

No-smoking laws passed by the states are generally Imple¬ 
mented by rite state health departments with minimal burden 
(US DHHS, 1989a). For example, for the 3 years after the pas¬ 
sage of the Minnesota Clean Indoor Air Act, the cost to the 
Minnesota Department of Health was only about $4,600 per 
year (Kahn, 1983). 

Load Legislation During the 1980's, efforts to control cigarette use spread 

to the local level—towns, dries, and counties (US DHHS, 

1989a). During the period between 1986 and 1990, a more 
than fourfold Increase occurred in the number of communities 
with smoking ordinances, from 89 In 1986 (US DHHS, 1989a) 
to 468 in 1990 (Tobacco-Free America, 1990). 

Although state smoking laws ate generally called dean 
indoor air acts, smoking laws at the local level are usually 
referred to as smoking ordinances (Pertschuk and Sbopland, 
1989). With few deceptions, these local ordinances are 
stranger and more comprehensive than corresponding state 
laws and are often enacted because of difficulties in passing 
stronger state laws (RIgotti, 1989). A legislative response by the 
tobacco industry has been to promote state legislation that 
preempts the right of local communities to pass lam restricting 
tobacco use. As a result, seven states have passed lam prevent¬ 
ing the passage of more stringent ordinances at the local level. 
In Florida, the law not only prevents the passage of future local 
smoking ordinances but also preempts all existing ones (To¬ 
bacco-Free America, 1990). 

The most complete records on local smoking ordinances 
have been kept for California, which has been a leader in the 
passage of these laws. The first were passed in 1979, and in 
• 1982, San Diego became the first large California dty to enact 

' an ordinance regulating smoking in the workplace (US DHHS, 
1989a). In 1983, the San Frandsco Board of Supervisors passed 
an ordinance regulating smoking in private worksites, which 
later was brought before the voters in the form of a proposi¬ 
tion. In spite of heavy opposition from tobacco interests, it 
passed, and the publidty generated by the campaign stimu¬ 
lated other communities around the country to pass similar 
ordinances (Martin and Silverman, 1986), 

Lam restricting smoking are often called “self-enforcing' 
because few complaints of violations are filed, and so it Is 
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assumed that most people are obeying the law (RIgotti, 1989). 
In San Francisco, only 1 out of approximately 60 Department 
of Public Health inspectors was assigned to enforce that city's 
Smoking Pollution Control Ordinance. The percentage of time 
he spent doing that fob declined during the first year until, 
during the last 4 months, only 21 percent of iris time was spent 
on the program. No additional funds were needed to enforce 
the law (Martin and Silverman, 1986). Similarly, New York's 
Health Dep artm e n t reported receiving only a few complaints 
after that the city's no-smoking law restricted smoking in 
restaurants (US DHHS, 1989a). 

An effort to actively measure compliance with laws re¬ 
stricting smoking, rather than fust counting the number of 
complaints received by a health department was made in 
Cambridge, Massachusetts. Researchers asked city residents 
whether they had recently noticed smoking In places where it 
was not permitted 3 months after the passage of a city smoking 
ordinance. One-third, it tamed out had noticed .Illegal smok¬ 
ing. Asked what their response was, most peopie'said that they 
had Ignored the violation (US DHHS, 1989a). 

Public Opinion RIgotti (1989) makes the point that public support for 

smoking restrictions was present long before either the passage 
of no-smoking lam or the publication of most of the evidence 
that passive smoke could be damaging to one's health. As early 
as 1964, most nonsmokers felt that smoking should be allowed 
in fewer places, and by 197S, a majority of both nonsmokers . 
and smokers frit that way. In 1987, a Gallup poll found, for 
the first rime, that a majority of all adults (SS percent) favored 
a complete ban on smoking in all public places (US DHHS, 
1989a). 

Effects of In 1982, the government of Hong Kong began making a 

Res tr ictions concerted effort to reduce smoking in that dty. Smoking was 

On Smoking restricted In public places, a fourfold Increase in the duty paid 

Prevalence on tobacco was instituted, public health education was in¬ 

creased, and an antismoking publicity campaign launched. As 
a result, 16 pe r ce n t of the population quit smoking between 
1962 and 1984, and file number of regular smokers between 
the ages of IS and 19 was cut in half. When ex-smokers were 
asked In surveys which factors were influential in causing them 
to quit, respondents Identified two main ones—cost and health 
concerns (Mackay and Barnes, 1986). 

A similar effort to decrease smoking was Instituted by the 
U.S. Department of Defense starring in 1986. Between 1985 
and 1987, smoking prevalence decreased in all branches of the 
Armed Forces, particularly in the Army, which was the branch 
most active in getting Its personnel to eliminate smoking 
(Hagey, 1989; Rigottl, 1989; US DHHS, 1989a). 
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Data collected by the Wisconsin Department of Health 
and Social Services show the effects of the antismoking cam¬ 
paign in that state- Per capita sales of cigarettes in Wisconsin 
started dropping off sharply front a peak in 1981. Coincident 
with this dropoff were two cigarette tax increases, one state and 
one Federal, and the 1983 passage of Wisconsin's Clean Indoor 
Air Act (Centers for Disease Control. 1989). 

Employee Attitudes Worksite smoking restrictions are gaining acceptance 

among workers, including smokers (Becker et a)., 1989; Blenef 
etal., 1989a; Sorensen and Pechacek, 1969). Sorensen and 
Pechacek found support for no-smoking policies among smok¬ 
ers who were interested in quitting, those who were concerned 
about the health effects of smoking, those who indicated a 
high level of support from cowoiken for previous quit at¬ 
tempts, and those who had a high number of nonsmoking 
coworkers. This may help to allay the fears of employers who 
believe that smoking restrictions will lead to dissension or low 
morale among employees. In most situations, smoking restric¬ 
tions can be implemented without significant conflict 

A study that included a survey of smokers outside office 
buildings in Pasadena showed similar support from smokers for 
smoking restrictions. Pasadena citywide smoking regulations 
require restrictions in ad indoor places, including worksites. In 
the study by Sussman et al. (in press), a majority of smokers 
interviewed thought it was important to stop smoking and had 
positive feelings about the nonsmokers' rights movement. In 
addition, about three-quarters of the smokers had made at least 
one quit attempt, with those subject to no-smoking policy re¬ 
portedly putting more effort into quitting smoking. The re¬ 
searchers caution that "little is known about attitude-behavior 
relationships and smoking policy effects' (Sussman et al.. in 
press). 

Impact of Worksite Millar (1988), in a government work setting, found a con- 

Res tr ic tri ms tinuous quit rate of 3.5 percent at 1 year after smoking restric¬ 

tions went into effect. Two hundred registrants for a smoking 
cessation course were surveyed at 6 weeks. 6 months, and 
1 year after smoking restrictions began. The overall smoking 
prevalence in the year after restrictions declined from 29 to 
24 percent. 

A recent study analyzed the impact of a stria smoking 
policy at the Texas Department of Human Services (Gottlieb et 
al., 1990). The policy limited smoking to break rooms or 
lounges and cafeteria smoking sections. Regional administra¬ 
tors were given the authority to declare a worksite smoke-free if 
no appropriate room was available, and smoking was banned 
outright in 4 of the 12 regions. Again, most of the departments 
studied had some restrictive policy in effect prior to implemen¬ 
tation of the new policy and before the study- began. 
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The Texas study showed that the reduction In smoking 
prevalence at 6 months after policy implementation was 
greater in the work areas with smoking bans than in those with 
smoking restrictions. Consumption of cigarettes at work de¬ 
creased in work areas with both types of policies. However, the 
authors concluded that although daily consumption of ciga¬ 
rettes at work decreased significantly, 'no significant change 
was detected in smoking prevalence.' 

The authors of the Texas study summed up in this way: 
the "failure to find changes in smoking rates may also have 
been due to an insufficient follow-up period. Quitting smok¬ 
ing has been conceptualized as a process of change, with 
smokers moving through foe stages of precontempiatlon, 
contemplation, action, and maintenance, it is possible that 
the smokers had increased their readiness to quit but not yet 
taken action' (Gottlieb et al.. 1990). 

Impact of The Australian Public Service used a sample of 2,113 em- 

Smoking Bans pioyees who were surveyed 2 to 4 weeks before a*complete 

workplace smoking ban was implemented and again S to 
6 months later (Borland et al., 1990). Flfty-seveh employees 
who were smoking at the time of foe initial survey were not 
smoking at the time of the foUowup surveys. However, 

36 previous nonsmokers repotted starting smoking; it was not 
noted whether foe 36 were relapsing ex-smokers or new smok¬ 
ers. Including the 36 employees who took up smoking brought 
the reduction findings to a 1 percent reduction in prevalence 
over the 6-month period, which was not considered significant 
by the study authors. However, because it is unlikely that 
these employees took up smoking as a result of the workplace 
smoking ban. including them in foe equation reduced the drop 
of prevalence that might have been found. 

An additional indicator that the reported drop in preva¬ 
lence might be low is that the work settings in which this study 
was conducted had various levels of restrictions on smoking 
prior to the mandated ban. It is therefore possible that some 
smokers had already quit as a result of a smoking control policy 
prior to the ban and that this redunion in prevalence was not 
captured in the study. 

The study reached its conclusions on smoking prevalence 
by conducting pre- and postpolicy surveys on workplace 
smoking consumption. The smokers were asked to estimate 
the number of cigarettes they usually smoked on both work¬ 
days and nonworkdays and to recall the number of cigarettes 
they smoked in the previous 24 hours, divided into seven rime 
periods- The study showed that moderate and heavy smokers 
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had fewer cigarettes during the day. with the greatest change 
among heavy smokers. Small increases in smoking rates 
outside the work environment did not compensate for the 
enforced reduction at work. 

In a more recent study at the Johns Hopkins University, 
however, a significant reduction in smoking prevalence was 
found to result from implementation of a total ban on smoking 
(Stillman et al.. 1990). As of July 1,1988, smoking was banned 
in all areas of the Johns Hopkins Hospital complex involving 
24 buildings In an area coveting 12 square blocks. The previ¬ 
ous policy had allowed smoking In designated areas of cafete¬ 
rias, waiting areas, and lounges. The new policy was an¬ 
nounced on January 1,1988, and the announcement was 
followed by an extensive internal media campaign. A health- 
orie nte d campaign that emphasized the effects of passive 
smoking and Included free screening for exhaled carbon mon¬ 
oxide was launched. Educational programs to ensure policy 
enforcement were offered to the staff, and four smoking 
cessation options were offered free to all employees. In addi¬ 
tion to these efforts, discreet observations of visitor and em¬ 
ployee smoking were performed monthly beginning 8 months 
prior to the ban and at 1 month and 6 months after the ban 
started. 

The initial survey of 8,742 full- and part-time employees 
was distributed 6 months prior to the ban, thereby allowing for 
inclusion of smokers who ceased in anticipation of the ban. 
One year after the initial survey and 6 months after the ban, 
respondents who were still actively employed (4,480) were 
mailed a followup survey, A significant decrease in employee 
smoking prevalence was found (21.7 percent before the ban to 
16.2 percent after the ban). 

There is no consensus whether smoking restrictions en¬ 
courage smokers to quit or the extent to which restrictions alter 
behavior. Some researchers have suggested that, over time, 
smokers may adapt smoking behavior to smoking restrictions, 
rather than using the restrictions as an incentive to quit (Blener 
etal., 1989b). Others suggest that worksite no-smoking 
policies encourage smokers to prut more effort into quitting 
(Sussman et al., in press). Although restricting the areas in 
which smoking may occur might reduce the cues that encour¬ 
age smoking. It is also suggested that the smoking area Itself 
could become a cue to smoke (Glasgow. 1989). Additional 
research may provide more insight about this area. 

Elements Needed A number of Investigators have made suggestions for the 

For Worksite important elements to successfully introduce svorksite smoking 

Re s t r ic ti ons restrictions and make them as effective as possible. Announc¬ 

ing the restriction or ban well in advance is essential. This will 


allow time for smokers to prepare for quitting or to make 
adjustments. Rosenstock and colleagues (1986) recommended 
Introducing new policies gradually, offering smokers an oppor¬ 
tunity to express their dissatisfaction, and making dear the 
limitations of employee influence over the new policy. Millar 
(1988) suggested that, in designated smoking areas, sm o k ers be 
separated from nonsmokers and that smoke be vented to the 
outside and not through the building's ventilation system. 
Finally, smokers' efforts to quit should be aided by available 
cessation classes, coworker support, publicity regarding adverse 
health effects, and ex-smoker support groups- 

In conclusion, there b some evidence that worksites that 
eliminate smoking co m pletely, offer cessation clinics and other 
Incentives to encourage smoke-free lifestyles, and Implement 
comprehensive health promotion measures will experience a 
measurable drop in smoking prevalence. 

PREVENTING In the United States today, more than 3 million children 

TOBACCO SALES under the age of 18 regularly smoke cigarettes or use smokeless 

TO MINORS tobacco. More than 2 million others are actively experiment¬ 

ing with tobacco use and are at high risk for becoming regular 
users. Tobacco companies collect more than S1.2S billion 
annually from the sale of their products to minors (DiFranza, 
1989). 

More than hall of all smokers begin before the age of 14, 
and 90 percent begin by the age of 19. Tobacco use by young 
people b a problem easily understandable In terms of economic 
demand and supply. A major factor in creating demand for 
tobacco within young age groups is tobacco industry advertis¬ 
ing and promotion. inadequate and unenforced laws assure 
that this demand is met with a readily available supply. In the 
6 yean following the introduction of Virginia Slims and other 
“feminine* cigarettes in 1968, the number of teenage girls who 
regularly smoke more than doubled. During the late 1970's, 
the rate of smoking among teenage boys decreased, whereas 
female smoking remained high. 

Although 45 states and the District of Columbia prohibit 
the sale of tobacco to minors, most often defined as anyone 
under *t he age of 18. youngsters who want to obtain cigarettes 
find It easy to do so. An estimated 1 billion packs of cigarettes 
are sold to minors under the age of 18 every year, usually in 
violation of the law (DiFranza and Tye, 1990). The National 
Adolescent Student Health Survey of 12.000 students found 
that 86 percent of respondents believed It would be easy for 
them to obtain cigarettes (American School Health Association. 
1989). 


Effect on 

Continuing 

Smokers 
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There are many reasons to prevent minors from obtaining 
tobacco products. First, easy availability conveys a message 
that the substance is not really very harmful. Second, illegal 
tobacco sales to minors foster disrespect for the law and may 
help young people toward illegal purchases of alcohol or use of 
illicit drugs. Third and most obvious, the harder it is for young 
people to obtain tobacco, the fewer will use the substance. 

Minors' Access By 1990, 45 states had some legislation preventing mirrors' 

To Tobacco access to tobacco products. Only three, however (Indiana, 

Utah, and Idaho), are considered to meet the standards for 
even "basic" coverage, based on criteria established by the U-S. 
Office on Smoking and Health, meaning that in addition to 
establishing a minimum age for sale, there are penalties for 
merchants selling tobacco to minors and some restrictions on 
the placement of cigarette vending machines. Six states have 
no minimum age law whatsoever (Montana, Wyoming, New 
Mexico, Missouri. Louisiana, and Kentucky). No state law is 
considered to be "comprehensive.” which in addition to the 
basic category's requirements would include a requirement for 
warning signs at the point of purchase, provision to revoke 
merchant licenses for violation, and a ban on the distribution 
of free tobacco products (Centers for Disease Conrol, 1990b). 

A DHHS study of enforcement of laws prohibiting the sale 
of tobacco to minors was able to document only 32 instances 
of those laws having been enforced outside of Utah, which has 
a relatively good record (Office of the Inspector General, 1990). 
In his 1989 report, the Surgeon General stated: 

In marked contrast to the trends in virtually all other areas 
of smoking control policy, the number of legal restrictions 
on children’s access to tobacco products has decreased 
over the past quarter-century. Studies indicate that com¬ 
pliance with minimum-age-of-purchase laws is the excep¬ 
tion rather than the rule (US DHHS, 1989ai. 

Sales by Retail Stores In studies across the country, it has been shown that, on 

average, 75 percent of retail stores sell tobacco to minors as 
t young as age 12. In one Massachusetts community, an 

■ 11 -year-old girl was successful in purchasing cigarettes at 75 
out of 100 attempts (DlFranza et al„ 1987). In the largest trial 
of this type, in Santa Clara County, California, 18 minors aged 
14 to 16 visited 412 stores and 30 vending machines with the 
intent of purchasing cigarettes. They were successful at 74 
percent of the stores and 100 percent of the vending machines 
(Altman et ai„ 1989). In Erie County, New York, minors pur¬ 
chased cigarettes in 77 percent of stores that had received a 
special mailing about the law prohibiting tobacco sales to 
minors, and in 88 percent of stores that did not receive the 
mailing (Skretnyet ai., 1990). 
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Table 2 

Survey of Minnesota 10th graders 


Location 

Percentage of 

Ye* Responses* 

Drug Store 

42 

Grocery Store 

53 

Convenience Store 

68 

VandUg Machine 

71 

Gas Station 

80 


"Question: Have you pwchesed tobacco at these pieces t ' 


Attempts to purchase tobacco products in at least 18 differ¬ 
ent communities have yielded similar results: On average, three 
of four retail stores will sell tobacco to minors, in violation of 
the laws of their state (Tobacco and Youth Reporter. 1989a). 

Researchers asked 10th graders in two Minnesota communi¬ 
ties "Have you ever purchased cigarettes from any of these 
places?,' with the results shown in Table 2. Most teens thought 
it would be “very easy" (55 percent) or "fairly easy* (31 percent) 
to obtain cigarettes. Among teenage smokers, 90 percent 
thought it was "very easy" to obtain cigarettes (Forster et at, 
1989). 

Vending Machine As mentioned above, when minors aged 14 to 16 attempt- 

Sales ed to purchase cigarettes from 30 vending machines in Santa 

Clara County, California, they were successful in all 30 attempts. 
Even after a massive community education program bad re¬ 
duced illegal over-the-counter cigarette sales to minors by 50 
percent, followup tests showed vending machine sales allowed 
minors to purchase cigarettes 100 percent of the time. 

In a major study covering the three-state area surrounding 
Washington. D.C„ Davis and colleagues escorted minors to 
120 cigarette vending machines (twice each, for a total of 
240 attempts). The children were successful in LOO percent of 
attempts to buy cigarettes (Davis et ai.. 1989). Davis concluded 
that "teenagers haw easy access to cigarette vending machines 
in three different jurisdictions in the Washington, D.C, area. 
There is every reason to believe that this reflects the situation 
across the country" (Tobacco and Youth Reporter, 1989b). Iden¬ 
tical results were obtained when minors were escorted to ciga¬ 
rette vending machines in New York, Colorado, and New Jersey. 
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A study by the National Automatic Merchandising Associa¬ 
tion, the trade association for the cigarette vending machine 
business, confirms the impression that vending machines are 
the source of cigarette supply for many very young teenagers 
when they first begin to experiment with smoking. The study 
found that, while only 16 percent of teens regularly obtained 
their cigarettes from vending machines (which still represents 
mote than half a million teenagers), vending machines are a 
key source of supply for young teens. Among the study's 
conclusions were: 

• Thirteen-year-olds are 11 times as likely as 17-year-oMs 
to buy cigarettes horn vending machines (22 percent vs. 

2 percent). 

• Most teens (56 percent) say they use voiding machines 
"because no one will stop me from buying cigarettes this 
way.“ 

• Whereas virtually all teenage smokers (96 percent) had 
been stopped from buying cigarettes over the counter, 
only about I in 10 had ever been stopped from buying 
cigarettes from a vending machine. 

• A growing trend is to sell cigarettes and candy from the 
same vending machines, which is likely to further 
encourage and facilitate cigarette sales to minora. 

Free Cigarette Tobacco companies spent 5265 million giving away 

Samples cigarette samples through direct distribution or coupons during 

1988, the most recent year for which data are available (Cen¬ 
ters for Disease Control, 1990). One of the key functions of 
tobacco company giveaways is to provide young people with 
their first experimental packs of cigarettes or smokeless tobacco 
products at no cost and little risk of being caught. That young 
people are the target for many free cigarette distribution 
campaigns was made clear by a recent Camel advertisement 
that Included a coupon with the encouragement to get a blend 
or a 'kind-looking stranger' to redeem the pack for you If you 
are uncomfortable, an obvious come-on to underage youth. 

Sean Marsee, the Oklahoma youth who died at age 18 of 
, mouth cancer caused by using smokeless tobacco, got started 

• when a tobacco company representative gave him a free pack 
of snuff at a rodeo. Indeed, giving free samples to young 
nonusers has been a foundation of the growth strategy of the 
U.5. Tobacco Company (makers of Skoal, Copenhagen, Happy 
Days, and other smokeless tobacco products). The company 
has run advertisements in youth-oriented magazines offering 
free samples, complete with instructions for use, and gives free 
samples to young people at music, sports, and other events. 

Davis and colleagues asked a large number of young 
people if they had personally been given free tobacco samples; 
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14 percent of the total and 20 percent of the high school 
students responded in the affirmative. Approximately half 
reported having seen other teenagers being given free dgarette 
samples (Davis and Jason. 1988). 

DiFranza organized a group of young people to send 
coupons In response to tobacco company solicitations for free 
tobacco samples being sent through the malL Fifteen of 
twenty were mailed free tobacco samples at home, in violation 
of Massachusetts state law (DiFranza, 1989). 

Actfcn a t the Over the past several years, there has been a flurry of 

Community Level activity to prevent the sale of tobacco to minora. Much of this 
action has been at the community level. For example, in Santa 
Clara County, California, a major communitywide education 
campaign resulted in a 50 percent reduction in the number of 
stores selling tobacco to minors (from 74 petcent to 38 per¬ 
cent), although there was no impact on the rare of sale by 
vending machines, which remained at 100 percent (US DHHS, 
1989a). 

In Woodridge, Illinois, police officer Bruce Talbott success¬ 
fully pushed for enactment of a local ordinance requiring 
tobacco merchants to obtain a license and providing for fines 
and licensure revocation for violation of the law prohibiting 
sale of tobacco to minora under age 18. Compliance is moni¬ 
tored by means of 'sting' operations in which a minor Is 
escorted to stores. If cigarettes are sold to the minor, the store 
owner must pay a fine. Since enactment and enforcement of 
the law, the proportion of stores in Woodridge selling tobacco 
to minors has declined from 92 percent to 0. 

In Minnesota, the town of White Bear Lake outlawed 
cigarette vending machines In 1989. Since that time, 8 other 
communities have followed suit, 11 have imposed more 
limited restrictions, and 10 others are considering restrictions. 
A tobacco company effort to enact state legislation that would 
preempt these local ordinances failed (Jean Forster, Ph J3., 
personal correspondence). The State of Utah, using evidence 
that lockout devices on dgarette vending machines in that 
state failed to prevent access by minors, outlawed dgarette 
vending machines from all areas accessible to minors. The law 
was upheld by the Supreme Judicial Court of Utah against a 
challenge from the vending machine industry. 

A number of jurisdictions have outlawed the distribution 
of free tobacco samples. They are totally prohibited In Minne¬ 
sota and Utah; it is illegal to distribute smokeless tobacco 
samples in Nebraska. Eight communities in Massachusetts 
prohibit giveaways of tobacco samples. 
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Another step that is being taken by an increasing number 
of jurisdictions is to post signs that warn against tobacco sales 
to minors. This may be effective not only at warning would-be 
underage tobacco purchasers but also at reminding store 
personnel of the law. 

A growing number of activists, impatient with the some¬ 
times slow progr ess of enacting controls over the sale of to¬ 
bacco to minors—often in the face of determined tobacco 
industry resistance—have taken to direct action against ciga¬ 
rette vending machines. For example, one antismoking organi¬ 
zation published instructions for disabling cigarette vending 
machines, including the use of bent paperclips and coins 
dipped in Superglue. Another produces "out of order" stickers 
that can be placed over the coin slot of cigarette vending 
machines. 

Stop Teenage Addiction to Tobacco (STAT) is a nonprofit 
educational organization that was founded in 1985 to elimi¬ 
nate tobacco addiction of adolescents by raising public aware¬ 
ness of how tobacco companies use sophisticated marketing 
campaigns to attract young people and how ready access 
increases tobacco consumption among young people. STAT 
has prepared model legislation that has served as the basis for 
legislative efforts in a number of communities around the 
country. Its 'Position Paper on Tobacco-Free Schools" has 
helped many jurisdictions eliminate school smoking. STAT Is 
forming a national network of community organizers to 
implement strategies that will reduce the sale of tobacco to 
minors. 

A Public Policy Eliminating the sate of tobacco to minors is an essential 

Agenda step if we are to achieve the national public health goal of a 

smoke-free society. Based on research and review of what has 
been effective at the state and community levels, the following 
steps are probably necessary. 

• All free distribution, "sampling" in tobacco industry 
parlance, must be outlawed. The offer of free cigarettes 
and smokeless tobacco products is reminiscent of the 

, drag pusher who gives the first sample free to get his 

customer hooked 

* Legislation at either the state or local level should 
establish that any merchant must obtain a license prior 
to selling tobacco products. There must be a provision 
that repeated violation of the law prohibiting tobacco 
sales to minors will result in meaningful monetary fines 
and/or extended revocation of that license. There 
should be provision that enforcement will be ensured by 
means of sting operations conducted by either the police 
or health department of the jurisdiction i the Tennessee 
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state law explicitly provides that it is not entrapment for 
a youth under official supervision to attempt to purchase 
cigarettes to monitor compliance with die law). 

• In light of their potential to start young people on the 
course of tobacco addiction, cigarette vending machines 
must be outlawed. The Nation's 374,000 cigarette 
vending machines are an open invitation to addiction 
for the Nation's young people. A vast majority are 
located in areas where they cannot be effectively super¬ 
vised. With the proliferation of 24-hour convenience 
stores over the past several decades, cigarette vending 
machines can no longer be justified. 

• Signs should be required providing notice of the 
mlnimum-age-of-puichase law and of the store's Intent 
to abide by the law. 

» The legal age for sale of tobacco Should be raised to 21. 
nuking it consistent with the age for legal safe of alco¬ 
hol. This will send an important message that tobacco Is 
just as hazardous as alcohol It will also make it simpler 
for merchants to monitor identification for sale of 
products that are legal for adults but not for minors by 
establishing a consistent age for both tobacco and 
alcohol. Perhaps most important, because relatively few 
high school students are friendly with 21-year-olds 
(though many know 18-year-olds), this would reduce 
access to tobacco products for high school students. 

• Smoking by students should be prohibited In schools. In 
addition, smoking by adults should be prohibited on 
school campuses, establishing teachers as appropriate 
role models. 

• Tobacco prices should be increased by means of taxation 
because young people are (nice sensitive in their demand 
for tobacco products. Ideally, revenue generated by in¬ 
creased taxes should be used for health education, as has 
been done with Proposition 99 tax revenues in Califor¬ 
nia. 

ECONOMIC This section describes environmental manipulations based 

INCENTIVES on the application of economic Incentives. Economic incen¬ 

tives wfrve to reduce consumption of tobacco products by 
increasing, either directly or indirectly, the costs of using these 
products. In this section, three economic incentive policies are 
examined: (1) higher excise taxes on cigarettes, (2) preferential 
hiring and promotion of nonsmokers, and (3) insurance 
premium differentials for smokers and nonsmokers. An at¬ 
tempt is made here to present some of the conceptual linkages 
between economic,incentives and smoking and to describe the 
development and current status of each of the three strategies. 
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Excise Taxes on The excise tax Is an administratively simple mechanism 

Tobacco Products through which public policy can influence the price of tobacco 
Past and Current Status products. The chief purpose of excise taxes has always been 
generation of revenues, although recently these taxes are 
receiving increased interest and support as a public health 
measure. 

A Federal excise tax on cigarettes has existed since 1864 
and was an especially important source of Federal revenues 
before the enactment of the Federal income tax in 1913. Since 
1951, the tax rate has been raised twice, in 1982, it was 
doubled from 8 cents to 16 cents per pack; and in 1990, it was 
raised 8 cents to be implemented in two stages. 

In 1921, Iowa became the first state to implement an 
excise tax on cigarettes. By 1960, all but four states had en¬ 
acted cigarette excise tax policies, and in 1969 North Carolina 
was the last state in the Nation to do so. Currently, 396 dty 
and county governments also impose an excise tax on ciga¬ 
rettes. These local governments are largely concentrated In fust 
a few states, and in 1988 they were responsible for 2 percent of 
ail excise taxes collected on cigarettes (Tobacco Institute, 1990). 

One of the largest single-year increases ever in a state 
excise tax on cigarettes occurred recently in California- In 
January 1989, Proposition 99 raised the tax from 10 to 35 cents 
per pack, boosting the California tax to one of the highest in 
the Nation. There is now substantial variability in the excise 
tax rate among states. 

An important historical perspective on cigarette excise 
taxes is gained by considering the relative contribution of the 
tax to the overall price of cigarettes. Table 3 shows the percent¬ 
age of the average price of cigarettes accounted for by Federal 
and state taxes from 1954 to 1988. This table shows that the 
Federal tax is declining as a proportion of the total cost of 
cigarettes. Even with the 8-cent increase in 1983, the relative 
impact is quickly being eroded by inflation toward thepre- 
1983 level. The overall relative decline in Federal revenues also 
holds when compared with either the consumer price index or 
gross national product. As a percentage of the total Federal tax 
' . base, revenues from cigarette excise taxes have declined from 

3 percent in 1950 to 0.5 percent in 1987. Since the early 
I970's, state revenues as a percentage of the total price of 
cigarettes have also declined appreciably. Without constant re¬ 
adjustment of the rate, real revenues from excise taxes will 
continue to decline as long as a unit rate is used. Annual 
adjustments to the Federal tax based on a cost-of-living index 
have been proposed. Alternatively, an ad valorem tax would 
index the tax rate to the price of cigarettes. As of 1988, Hawaii 
was the only state to use this method. 


Table 3 __ 

Excise taxes as percentage of cigarettes 1 total cost to consumers 



Federal and State 
Taxee* 

1 

1 

StttTBKM 

Yoor* 




1965 

48.7% 

38.7% 

120% 

1998 

47.4 

34.9 

1Z5 

1957 

46.6 

35.4 

13.4 

1958 

46.0 

38.1 

11.9 

1959 

46.8 


13.7 

1960 

48.9 

32.2 

‘ 16.7 

1961 

48-6 

31.6 

17.0 

1962 

48.3 

30.6 

17.7 

1963 

49.4 

31-1 

18.3 

1964 

49.3 

30.1 

19.2 

1965 

49.8 

29.9 

19.9 

1968 

51.4 

26.4 

. 23.0 

1967 

50.8 

27.7 

23.1 

1968 

49.2 

25.2 

. 24-0 

1969 

48 9 

24.0 

24.9 

1970 

47.7 

21.7 

26.0 

1971 

468 

20.9 

25.9 

1972 

47.7 

20.0 

27.7 

1973 

48.4 

19.9 

28-5 

1974 

47.8 

19.9 

27.7 

1975 

44.5 

17.9 

26.6 

1976 

41.4 

16.9 

24.5 

1977 

40.5 

15 8 

24.7 

1978 

37.1 

14.4 

22.7 

1979 

35.5 

13.8 

21.7 

I960 

345 

14.0 

20.5 

1961 

33.1 

12.8 

204 

1962 

29.9 

11.4 

18.5 

1963 

28 8 

120 

14.0 

1964 

33.2 

173 

15.9 

1965 

32.3 

16.2 

18.1 

1966 

30.8 

15.2 

t5.6 

19971 

299 

15.1 

14.8 

1968 

28 8 

13.7 

15.1 

1989 

26.5 

12.0 

14.5 

1990 

26.4 

11.2 

154 


‘Source; Tobacco Insdtuto (1990). 
5 Fiscal year ending Juno 30. 
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Anticipated Effects How much reduction in smoking might we expect in 

Of a Tax Increase response to increasing the price of cigarettes? The quantitative 
relationship between price and demand is described by econo¬ 
mists as price elasticity, which is defined as the change in 
demand for a product relative to the change in price. For 
example, a price elasticity of -0.5 Implies that a 10 percent 
increase in the price of a product will result in a 5 percent 
decrease in the quantity demanded. Note that a given tax 
increase must first be translated Into the percentage increase hi 
the retail price before its effect can be estimated. 

Studies on the price elasticity for cigarettes in the United 
States were summarized in the 1989 Surgeon General's Report 
(US DHH5,1989a). Thirteen studies conducted since 1980 
were identified. Overall price elasticity estimates varied from - 
0.14 to -1.23. However, there was a clustering of short-term 
elasticity estimates in the -0.4 to -0.5 range, and the mean 
estimate was -0.43. These estimates are similar to those ob¬ 
tained in European studies, as summarized by Pekurinen and 
Valtonen (1987) and Godfrey and Maynard (1988). Consider¬ 
ing the differences in cultural attitudes toward smoking, 
varying levels of government Involvement in antismoking 
health education, and substantial variations in the real price of 
cigarettes, the overall level of agreement between the American 
and European studies adds a degree of confidence to the 
general findings of these studies. 

Overall price elasticities convey no information regarding 
which groups and types of smokers are more sensitive to price 
changes. However, by analyzing survey-based data rather than 
aggregate consumption data, Lewit and colleagues have at¬ 
tempted to answer several critical questions about differential 
Impacts. Using a sample of nearly 20,000 adults surveyed in 
the 1976 National Health Interview Survey, Lewit and Coate 
(1982) found that the consumption response to a price increase 
occurs primarily through reduction of smoking prevalence, 
rather than reduction of the average number of cigarettes 
smoked per smoker. The elasticity for participation, that is, the 
number of smokers, was found to be -0.26. The elasticity for 
the number of cigarettes per smoker w as only -0.10. Thus, it 
* would appear that the primary impact of an increase in the 

cigarette excise tax would be to encourage some smokers to 
quit, but the majority of smokers would continue to smoke 
about the same amount. 

Studies that have examined age-specific responses to the 
price of cigarettes are of particular interest to public health pro¬ 
fessionals because they assess the potential impact of price 
policy on teenage smoking. It is well known that most adult 
smokers started before the age of 20. and thus a high priority 
for smoking control efforts is the reduction of teenage smoking 


Table 4 

Age-specific estimates of the price elasticity of demand 
for cigarettes________ 




cjavoaoas 



Overal 

Partdpvtlon 

Quantity per Smoker 

Age Group 
12-17 yr 

-1.40 

-120 

-0.25 

25 

-0-89 

-0,74 

-0.20 

26-35 

-0.47 

-0.44 

-0.04 

36-74 

-0.45 

-0.15 

. -0.15 

Al adults 

-0.42 

-0.26 

1 ' -0.10 

Alages 

-0.47 

-0.31 

-0.11 


Adapted Horn US OHHS (1969a. p. 537). and US GAO (1969, p.30f. 


rates (DiFranza et al., 1987). The first study (Lewit et aL, 1981) 
found the price elasticity for youths aged 12 to 17 to be -1.40, a 
substantiall y higher figure than for adults. Similar to adults, 
adolescents also respond to price primarily through participa¬ 
tion, rather than the quantity smoked per smoker. The price 
elasticity estimates for participation and quantity smoked were 
-1.20 and -0.25, respectively. A second study, by Grossman 
and colleagues (1983), used data from four smaller, more recent 
samples provided by the National Surveys on Drug Abuse. The 
estimated price elasticities for participation were all less than 
the figure obtained in the earlier study. To obtain their sum¬ 
mary estimate of -0.76 for these studies, the authors excluded 
the highest and lowest figures and averaged the remaining two. 
The authors of a General Accounting Office report on teenage 
smoking suggest relying on this lower elasticity estimate, rather 
than the -1.20 figure, because of the recency of the data used In 
the second study (US GAO, 1989). A summary of the elasticity 
estimates provided by these studies is shown in Table 4. 

The participation elasticity estimates provided in Table 4 
may be used to protect the decrease in smoking prevalence 
related to a given tax rate change. The current price of ciga¬ 
rettes Is needed to convert the tax increase into the percentage 
change in the retail price of cigarettes. Also necessary are 
estimates of current prevalence of smoking. For example, 
Warner (1986b) pro|ected the reduction in prevalence in adult 
cigarette smoking for three specific values of possible tax rate 
changes. In 1986. a 16-cent-per-pack increase in the excise tax 
would have raised prices 15.1 percent. Based on 1982 preva¬ 
lence data, this would be expected to reduce the number of 
adult smokers by over 2.5 million (3.9 percent). More recently. 
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Cummings and Sciandra (1989) have used similar methods to 
estimate the response in overall smoking prevalence In New 
York State to a scheduled 12-cent increase in the state excise 
tax 


The US GAO report (1989) employed analogous procedures 
to estimate the effect of a tax increase on teenage smoking. 
Using the more conservative estimate for participation elastic¬ 
ity of -0.76 and the most recently available prevalence esti¬ 
mates, the GAO predicted that a 21-cent tax increase would 
result in a reduction of more than one-half million teenage 
smokers. Because deterrence in the teen years may result In 
lifelong abstinence from smoking, the health impact on this 
group is especially significant. 

Protected responses to excise tax Increases are subject to a 
number of potentially distorting influences, and estimates 
should be interpreted with caution. The level of uncertainty 
Increases as we seek to generalize the results of previous studies 
to changing social and normative environments, varying levels 
of tax increases, and long-term impact on smoking. Recent 
empirical data on cigarette consumption trends may be helpful 
In validating short-term price response estimates. Several 
conceptual issues regarding the use of results from elasticity 
studies In forecasting price response are also summarized 
below. 

Significant increases in the cigarette excise tax have oc¬ 
curred recently in the United States. Canada, and the State of 
California. From 1981 through 1984. the real price of ciga¬ 
rettes In the United States increased 27 percent, while per 
capita consumption declined 10 percent (Harris, 1987). In 
Canada, the real price of cigarettes rose 66 percent from 1982 
to 1988, with an attendant 24 percent drop In per capita 
consumption (Canadian Council on Smoking and Health, 

1990). Finally, preliminary data from California suggest that 
overall sales in California in the third quarter of 1989 dropped 
10.5 percent from that in the third quarter of 1988 (James 
Howard, personal communication, 1990). The 25-cent-per- 
pack state tax increase implemented in January 1989 raised the 
price of cigarettes in California about 20 percent. 

These declines in cigarette consumption reflect a substan¬ 
tially accelerated decline over the rate for previous years and 
are consistent with a price elasticity in the range of -0.36 to 
-0.50. However, the extent to which the declines may be 
attributed purely to the price increases cannot be precisely 
determined. The Canadian Council on Smoking and Health 
attributes only about half of the decline in consumption to the 
effect of the increase in cigarette prices. 


Recent con sum ption trends, and how they have been 
interpreted, point to several of the difficulties involved in 
accurately measuring and predicting responses to price in¬ 
creases. There are many influences on smoking behavior that 
operate concurrently with changing levels of price, making it 
difficult to isolate specific effects. It is possible that mote of the 
recent decline in smoking than Is generally recognized Is due to 
general societal trends. On the other hand. Harris (1987) 
suggests that the decline in smoking p reva l ence, partculariy 
among lower income groups, might have been subs t a nti al l y 
greater if the real price of cigarettes had not declined during 
the 1970's. 

* < 

Recent experience suggests that tax increases are not 
simply passed directly to consumers but may be accompanied 
by an additional percentage Increase by the manufacturers, 
thus 'multiplying" the impact of the tax increase (Harris, 

1987). There has also been increased marketing and sales of 
low-cost generic and discount brand cigarettes (Adler and 
Freedman, 1990), a trend that may serve to partially offset the 
influence of a tax increase. The long-term impact of tax 
increases cm consumption is less clear than the stunt-terra 
response, it is also uncertain whether large increases in price 
have the proportionately equivalent effect of small increases. 

Preferential Hiring A range of worksite policies and programs may potentially 
And Promotion influence smoking behaviors. Rlgotti (1989) outlines a contln- 

Reladonship to uum of worksite smoking policies that includes (1) no explicit 

Other Policies policy, (2) environmental alterations, (3) designated smoking 

and nonsmoking areas. (4) total smoking bans, and (5) prefer¬ 
ential or exclusive hiring of nonsmokeis. This section consid¬ 
ers only the fifth and most restrictive category. This does not 
imply that less restrictive policies do not also generate eco¬ 
nomic incentives for reducing cigarette consumption. Job op¬ 
portunities may be constrained for those who resist applying 
for positions where restrictions are Imposed. Among the costs 
of noncompliance with established worksite smoking policies is 
the threat of losing one's job—certainly an economic incen¬ 
tive. Some worksites have also developed financial Incentive 
programs as part of their overall effort to facilitate smoking 
cessation among employees. These incentives typically involve 
small monetary rewards to employees who successfully main¬ 
tain abstinence from smoking (Orleans and Shipley, 1982). 
Vanations of this approach include the use of contests, prizes, 
and lotteries to increase the program's visibility and appeal. A 
number of programmatic approaches to worksite incentives are 
described in a workbook published by the National Cancer 
Institute (US DHH§. 1959c). 
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Walsh and McDougail (1988) identify several motivational 
concerns that underlie company smoking policies. The reasons 
for preferential hiring and promotion of nonsmokers appear 
somewhat different and more situation-specific than those 
given for on-site restrictions. Protection of the health and 
rights of nonsmokers in the workplace is a key component of 
worksite restrictions (Rigottl, 1989). However, the extension of 
policies to personal behaviors away from the worksite may be 
motivated more by economic considerations (Walsh and 
McDougail, 1988). Employers defend the practice of preferen¬ 
tially hiring nonsmokers because smokers incur higher costs to 
both the business and society (Action on Smoking and Health, 
1989). Some occupations involve environmental exposures 
where employees who smoke are at a much greater health risk 
and thus not hired for this reason. Hiring restrictions have 
been imposed also for jobs that require high levels of physical 
fitness, such as for firefighters and police officers. Additionally, 
for occupations where respiratory functional decline caused by 
tobacco use can be confused with compensable occupational 
infury, employers have hired only nonsmokers to limit disabil¬ 
ity costs. 

Prevalence and Recent surveys of employers suggest that the practice of 

Current Trends hiring only nonsmokers is uncommon, occurring In only 1 to 

2 percent of the businesses surveyed (Bureau of National 
Affairs. 1987; Peterson and Massengill, 1986; Swart, 1988). The 
Bureau of National Affairs report found little evidence that 
exclusive hiring practices are becoming more prevalent, despite 
growing implementation and acceptance of worksite restric¬ 
tions. However, a more recent report (Action on Smoking and 
Health. 1989) cited evidence to suggest that the frequency of 
these practices is increasing. Hiring preferences, as opposed to 
absolute hiring restrictions, are more common. The Bureau of 
National Affairs survey found that 5 percent of the organiza¬ 
tions surveyed gave companywide preference to nonsmoking 
applicants, and another 10 percent allowed individual supervi¬ 
sors to preferentially hire nonsmokers. It is possible that 
informal preierential hiring practices are substantially more 
widespread than the policy survey suggests. A poll by a New 
York recruiting firm found thaM6 percent of the executives of 
large firms would choose a nonsmoker over an equally quali¬ 
fied smoker (Bureau of National Affairs, 1987). 

Such informal preferences may also apply to promotion 
and firing decisions. Although Peterson and Massengill (1986) 
found that none of the companies surveyed indicated that they 
preferentially promoted nonsmokers, anecdotal evidence 
suggests such practices exist, although discreetly (Freedman, 
1987). A similar situation may exist with regard to demoting 
or firing employees who smoke, even though companies that 


hire only nonsmokers do not as a rule dismiss smokers em¬ 
ployed prior to implementation of the hiring policy (Action on 
Smoking and Health, 1989). 

Any increase in the prevalence of nonsmoker hiring 
policies is expected to be gradual. When businesses were asked 
to project whether they would have such a policy In place in 
the future, 3.8 percent predicted they would by 1990, and 
6.6 percent by 199S (Swart, 1988). There are several reasons for 
reluctance on die part of employers to implement preferential 
hiring policies. There is a p erce pt ion that less restrictive 
measures are working well and that hiring restrictions are 
intrusive and go beyond normal employment practices. Busi¬ 
nesses may not want to restrict their pool of available employ¬ 
ees. Also, verification of smoking status of current and poten¬ 
tial employees and decisions on how to respond to Infractions 
are problematic and potentially costly. Guidelines by Action 
on Smoking and Health (1989) suggest that employers clearly 
state their policy to all applicants and that conseque nce s of 
infractions be stipulated. Some employers have Implemented 
biochemical or physiological testing to verify smoking sums. 

inflyiwM-i of Hiring Although several formal evaluations of the effect of 

And Promotion worksite smoking policies on smoking have been conducted. 

Preferences none have specifically examined the impact of preferential or 

exclusive hiring practices. Clearly, one potentially important 
contribution that such policies make is the message they 
convey about the changing social acceptability of smoking. 
Formal policies against hiring smokers are still relatively un¬ 
common but may be highly visible and attract considerable 
media attention. The more direct Impact of such policies is 
expected to occur through the economic incentive to quit 
smoking provided by the policy. If employment is contingent 
on quitting smoking, some potential applicants might be 
motivated to quit smoking rather than settle for some other 
job. Whether or not this happens depends on a number of 
considerations, including the availability of other employment 
opportunities and the strength of the individual's propensity to 
smoke. 

Legal Issues T^ie legal right of employers to preferentially or exclusively 

hire nonsmokers is generally recognized. Federal and state 
statutes prohibit discrimination on the basis of race, religion, 
national origin, and, in most circumstances, age and sex. In 
some situations, it is also unlawful to discnminate on the basis 
of sexual orientation, political affiliation, marital status, citi¬ 
zenship, and physical or mental handicap (Myers, 1990). Aside 
from these attributes, employers in most situations have the 
right to make hiring decisions on whatever basis they choose, 
including smoking status. 
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On the forefront of occupations experiencing establish¬ 
ment of nonsmoker hiring policies are emergency services. A 
firefighter In Oklahoma who was dismissed from his job when 
observed smoking off duty challenged his dismissal, but the 
employment policy of the fire department was upheld In 

Federal court in 1987. Another challenge to a nonsmokers- Differential 

only hiring policy occurred when the application of a New 

York woman for employment in a jewelry store was refected. Premiums 

In this case, the applicant claimed that she was.dtsatminated Current Status 

against on the basis of a handicap, namely an addiction to 

smoking. Although New York state law classifies addicts of 
certain drugs as handicapped, no mention is made of tobacco. 

Even so. the case is proceeding after it was determined by a 
state board that there was probable cause to suspect that 
unlawful discrimination had occurred. 

Additional legal challenges to preferential hiring policies 
are probable. The American Civil Liberties Union opposes such 
practices except where the smoking status of applicants or em¬ 
ployees can be shown on a case-by-case basis to interfere with 
job performance. However, no actions by the American Civil 
Liberties Union to date have been initiated against employers 
who refuse to hire smokers. Additional challenges to non- 
smoker hiring practices may be brought on the basis that they 
are discriminatory to blacks, because of a higher smoking 
prevalence among blacks. One other potential focus of legal 
debate on preferential hiring practices is the Invasion of pri¬ 
vacy issue, although this aspect of such policies has so far gone 
unchallenged. 

Two additional caveats may apply to employment policies 
that favor nonsmokers. The first applies to any workplaces that 
are covered by collective bargaining agreements with labor un¬ 
ions. Most cases in which unions have confronted manage¬ 
ment on smoking policies have focused on workplace restric¬ 
tions. However, collective bargaining agreements may also 
pertain to restrictions on eligibility for employment Efforts by 
the Manville Corporation, a Texas asbestos manufacturer, to 
hire only nonsmokers and ban workplace smoking haw been 
stymied by litigation instigated by the International Machinists 
Union. Although in some cases management has successfully 
defended its nonsmoker-hiring policies, the general recommen¬ 
dation for employers is to develop and impose hiring policies 
and smoking restrictions in consultation with the unions 
involved and in accordance with current collective bargaining 
agreements (Action on Smoking and Health, 1989). 

The second situational limitation on the legal right of em¬ 
ployers to hire only nonsmokers occurs when state or local 
laws prohibit such practices. In 1989 legislation was passed in 
Virginia that prohibits state agencies from requiring employees 


to be nonsmokers. Private employers are not affected by the 
legislation, nor are agencies prevented horn impleme nting 
workplace smoking restrictions. A similar bill In the State of 
Maryland, applicable to both public and private employers, was 
defeated in 1989. 

Substantial evidence that smoking is firmly associated with 
reduced longevity, health care costs, and damage to property 
has accumulated over the past 45 years. This evidence has 
elicited varytng degrees of response from the corresponding 
major components of the insurance industry—Ufe, health, and 
property. Before the release of the 1964 Surgeon General's 
Report, no major insurer of any type offered prenjium reduc¬ 
tions to nonsmokers. Now almost all life insurance companies 
provide nonsmoker discounts, whereas only a small but growing 
number of health and p roperty insurers do so. This section 
examines the development and current status of differential 
premium rates for smokers and nonsmokers for each of the 
three major arms of the insurance industry. To the extent that 
these differentials are visibly passed on to individual consumers, 
they may provide an economic incentive not to smoke. Pre¬ 
mium differentials could be labeled as either nonsmoker dis¬ 
counts or smoker surcharges; the net premium costs to smokers 
and nonsmokers would be the same. However, for both histori¬ 
cal reasons and marketing purposes, the term 'nonsmoker dis¬ 
count' Is generally used. 

Although life insurance companies began to introduce non- 
smoker discounts as early as 1965, adoption proceeded slowly 
until 1979. In that year, a definitive actuarial study by State 
Mutual Life Assurance revealed a substantial and statistically 
significant mortality difference between smokers and nonsmok¬ 
ers. Collaborative evidence provided by other companies soon 
followed. By 1984. the National Association of Insurance 
Commissioners had developed formal guidelines for setting 
differential premium rates for smokers and nonsmokers. which 
were subsequently incorporated into practice in most states. 
Currently, the vast majority of companies provide nonsmoker 
discounts on individual policies. The size of the discounts 
varies across ages and gender; average discounts are in the range 
of 12’to 22 percent (US DHKS. 1989a). 

The situation for health insurance, where providers have 
been slower to adopt nonsmoker discounts, is considerably 
more complicated. Most health insurance is purchased as group 
coverage, where the health status and risk factors of individuals 
typically are not considered. Furthermore, actuarial data on the 
health care cost differentials of smokers and nonsmokers have 
not been as complete and readily available as for mortality 
differentials (US DHHS. 1989a). Administrative costs and the 
problem of verifying the smoking status of individuals covered 
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by group policies may also contribute to the reluctance of the 
industry to provide discounts. Despite a National Association 
of Insurance Commissioners resolution (1985) supporting pre¬ 
mium differentials in both group and individual policies and 
an Action on Smoking and Health (1987) special report that 
questioned the legality of not differentiating, only about 15 
percent of Individual policies offer nonsmoker discounts. Even 
fewer group plans do. Individual policies cany discounts that 
range from 3 to 15 percent. Group plan differentials are 
usually provided on the basis of the percentage of nonsmokers 
in the group and offer discounts of a few percentage points to 
groups below a specified smoking prevalence level. 

Nonsmoker discounts in property and casualty insurance 
are also relatively uncommon. This situation exists despite 
solid evidence that smoking materials are responsible for a sig¬ 
nificant percentage of house fire property damage and flre- 
rriated deaths and that smokers have more vehicular accidents 
than nonsmokers (US DHHS, 1989a). The Farmer's Insurance 
Group was the first company to offer nonsmoker discounts and 
as of 1987 was still the only major insurer to offer them on 
both homeowner and automobile policies. Discounts on 
homeowner policies range from 3 to 7 percent and on automo¬ 
bile policies from 10 to 25 percent. Recently the Hanover 
Insurance Company Increased its nonsmoker discount for 
automobile policies from 5 to 10 percent. The difficulty of 
verifying smoking status, as well as prohibitory regulations In 
certain states, have deterred more companies from adopting 
discount policies. 

State insurance commissions and legislatures have pro¬ 
hibited certain practices that offer premium differentials 
because they were deemed discriminatory. However, the 
National Association of Insurance Commissioners has actively 
sought to encourage state governments to remove legal barriers 
to nonsmoker discounts and has facilitated the collection of 
actuarial data to help justify the practice. In the future, a 
willingness on the part of state legislatures and insurance 
commissions to require the availability of differentially priced 
* policies may result from these efforts. 

One additional insurance industry practice that indirectly 
offers a financial incentive to quit smoking is the coverage of 
costs for smoking cessation programs. This coverage is cur¬ 
rently uncommon, and the future growth of such policies is 
uncertain. Only II percent of carriers surveyed in 1985 pro¬ 
vided benefits for smoking cessation programs iU5 DHHS, 
1989a). Employers have absorbed some of the burden for 
providing cessation resources, and more may be expected to do 
so if discounts for group health insurance policies continue to 
become more widely available. 

250 


Effects of Premium Similar to the situation regarding preferential hiring, no 

Differentials empirical studies have assessed the impact of dif fer e nt ia l 

insurance premiums on smoking. Until such studies are 
conducted, expectations must remain speculative. Premium 
differentials may reduce smoking by providing both economic 
incentives and social or educational influences. For several . 
reasons, premium differentials will probably provide less 
economic incentive for not smoking than direct increases in 
the price of cigarettes. Their impact is acute only at the time 
the policies are paid, and even then it may not be made dear 
to consumers that smokers are paying more. In many circum¬ 
stances, smokers will have the option of simply switching to 
another policy or provider that does not di ff ere n ti a te. Health 
insurance premiums are often paid entirely by employers, 
although Increasing efforts by employers to reduce their health 
insurance costs may result in more smokers having to pay extra 
for health insurance. 

The role of the Insurance industry in providing additional 
awareness and support for the declining social acceptability of 
smoking may be just as powerful as any economic Incentives it 
provides. Being asked about one's smoking status when com¬ 
pleting insurance forms is yet another reminder of the poten¬ 
tial personal health and economic consequences of smoking. 
Health maintenance organizations may be especially inclined 
to provide educational reminders and resources for smoking 
cessation, although adoption of such efforts Is also advocated 
for the larger community of health care providers (S.R. Cum¬ 
mings et ai., 1989), 

An Overview There are several aspects of the use of economic incentives 

Of Economic to discourage smoking that have raised ethical concerns about 

Incentives their fairness and appropriateness. The regressivity issue 

concerning excise taxes has surfaced repeatedly and is a basis 
for opposition to proposals to increase taxes on cigarettes. A 
regressive tax is defined as one where the proportion of indi¬ 
vidual’s Income consumed by the tax is inversely related to 
income level (Fusfeld, 1982). Cigarette taxes appear to be 
highly regressive (Citizens for Tax Justice, 1988: Toder, 198S), 
although Harris (1985) suggests that the regressivity issue has 
been Exaggerated. Proponents of increasing excise tax rates, 
although aware of the regressivity issue, weigh this concern 
against the expected improvements in health status and 
longevity resulting from the reduced prevalence of smoking. 
They also note that the lower income groups, where the 
burden of smoking-related disease is greatest, are also expected 
to show the greatest response to a price increase (Townsend. 
1987). 
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Many other elements have been introduced into the 
debate over the fairness of economic Incentives. Among these 
are ethical concerns about paternalism, victim blaming, and 
fair distribution of costs. The current racial and socioeconomic 
disparities between smokers and nonsmokers has elicited 
charges that economic incentive policies are racist and elitist. 
The accuracy of protected effects of a tax Increase has been 
questioned, and little empirical evidence is available on the 
effects of the other economic Incentive strategies. Potential 
consequences include a lack of employment opportunities and 
affordable insurance for those who are unwilling or unable to 
stop smoking. 

Despite the numerous arguments raised In opposition to 
economic incentive policies, there is broad support for these 
approaches. Increases in the cigarette excise tax are advocated 
by numerous health organizations, including the American 
Heart Association. American Lung Association, American 
Cancer Society, American Public Health Association, and 
American and Canadian Medical Associations. Several propos¬ 
als have been offered to mitigate at least some of the previously 
raised ethical concerns. These suggestions merit serious consid¬ 
eration and further reflect the importance of a coordinated, 
multifaceted approach to smoking and tobacco control. For 
example, Toder (1985) and Warner (1986b) argue that poten¬ 
tially negative effects of excise tax regressivity could be offset 
by making other aspects of the tax structure more progressive. 
Earmarking of tobacco tax revenues for health care and tobacco 
cessation and education programs may reduce the perc e ption 
that smokers are being victimized or exploited. A 1987 Ameri¬ 
can Medical Association poll (Harvey and Sbubat. 1987} 
showed that a majority of smokers support an increase in the 
cigarette excise tax if the revenues are earmarked for Medicare 
costs. In California, 75 percent of the estimated 5600 million 
generated in the first year of the Proposition 99 tax increase is 
designated for health care, drug education, and research. 
Increased affordability and availability of smoking cessation 
resources and programs help remove economic and logistical 
barriers to quitting and also contribute to an atmosphere of 
positive support and reinforcement for those trying to quit. 

The economic incentive strategies examined here focus on 
methods that increase the cost of smoking for consumers. 
Another approach is to apply economic inducements and 
policies to the supply side of the smoking problem, which in¬ 
cludes agricultural practices and policies, cigarette manufactur¬ 
ing and distribution, and advertising (Walsh and Gordon, 

1986). initiatives that may reduce smoking by affecting this 
side of the smoking equation include (1) elimination of the 
tobacco support program (Warner, 1988), (2) agricultural 


CONCLUSIONS 


policies that promote and subsidize alternative crops (MUlo, 
1985), (3) elimination of tax deductions for tobacco advertising 
(US DHHS, 1989a), (4) further restrictions on advertising 
(Warner eta]., 1986), and (5) tighter controls on the distribu¬ 
tion and sale of tobacco products (DtFxanza et al., 1987). The 
political influence of the tobacco industry has undoubtedly 
impeded the Implementation of these initiatives, but the in- ‘ 
creasing political influence of the antlsaioklng movement 
enhances the opportunity for a broad spectrum of antlsmoklng 
leg islation. The potential impact of policies to restrict advertis¬ 
ing and actively support the agricultural transition to other 
crops extends beyond their direct Impact by complementing 
and reinforcing other anttsmoklng efforts. For example, 
economic Inducem e nts and educational efforts might be even 

more effective when seen as part of a broader and more co«i- 

imnit Federal doHcv to reduce smoldnc and Improve health. 


• The targets of recent interventions to control tobacco 
use are social networks that shape the attitudes of 
individual smokers and nonsmokers, including media, 
health care providers, worksites, and schools. 

• The use of media In tobacco control includes providing 
information on tire risks of tobacco use and dangers of 
policies that promote tobacco use, motivating smokers 
to stop and others to not start, and conducting cessation 
programs or recruiting smokers into treatment programs. 

• Health care providers should not only intervene with 
their smoking patients but also be agents for social 
change. 

• Restrictions on smoking in the worksite and other loca¬ 
tions change the social acceptability of smoking and 
may Increase the number of Individuals who try to quit 
and who have long-term success after cessation. 

• Comprehensive smoking control strategies are best Im¬ 
plemented at the local level and can be implemented 
through formation of coalitions of established commu¬ 
nity groups. 

• Most a dolesc ent smokers have little difficulty In purchas¬ 
ing cigarettes, even when these purchases violate local 
( laws. Increasing the barriers to cigarette purchases by 
minors is important in strategies to prevent the initia¬ 
tion of regular tobacco use. 

• Economic Incentives that may reduce the consumption 
of cigarettes indude increasing the excise tax on tobacco 
products; preferential hiring and promotion of non- 
smokers: and Increasing the cost of life, health, and 
other forms of insurance for smokers. 
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Chapter 6 

Interdependence and Synergy 
Among Smoking Control Activities 


INTRODUCTION Efforts to control tobacco use have employed a wide range 

of tactics and techniques to reduce the prevalence of smoking. 
Traditional approaches to smoking control have focused on the 
Individual, with less attention to the broad social, con text 
within which the individual acts. 1 < 

More recently, a number of researchers have recognized 
that local values, norms, and behavior patterns ire significant 
in shaping an individual's attitudes and behaviors (Abrams et 
al.. 1986; Farquhar et al.. 1977; McAlister et aL, 1982; Puska et 
a]., 1985). Rather than emphasizing changes by individuals, 
the newer approach argues that permanent, large-scale behav¬ 
ioral change is best achieved through changing standards of 
acceptable behavior, that Is, through adoption of different 
norms for health-related behavior (Abrams et al., 1986; Fai- 
qubar, 1978; Farquhar et al.. 1985a; Syme and Akalay, 1982; 
Van Pari) 5 and Fxkhardt, 1984). 

In the past IS yean, a number of major health -promotion 
initiatives have used a community approach to change behav¬ 
ior (Abrams et al., 1986; Elder et al., 1986; Farquhar et at, 

1985b; McAlister et al., 1982; Mlttelmark et ai„ 1986; Puska et 
al., 1985; Tarlov et aL, 1987). Most of these efforts addressed 
multiple risk factors in cardiovascular disease, with goals of 
changing individual subjects' behavior with regard to smoking, 
diet, and screening for health problems. The majority of such 
projects reflected the need to change the social context of their 
communities, recognizing that the environment has a signifi¬ 
cant role in facilitating or inhibiting the adoption of new 
behaviors (Farquhar et al„ 1977; Farcuhar et al.. 1985b; McAlis¬ 
ter et al., 1982; Puska et al., 198S). Some researchers also have 

• discussed the importance of changing community norms. 

Planning interventions that capitalize on the inherent interde¬ 
pendence and synergy of a system is likely to yield a maximum 
effect. 

In this chapter, (1) a conceptual framework for a compre¬ 
hensive, synergistic approach to smoking control is presented; 

(2) pertinent data in support of such an approach are reviewed; 

(3) examples are presented to illustrate how interventions have 
built and can build on the interdependence and svnergy 
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among them; and (4) synergistic approaches for three specific 
target populations—women, black Americans, and Hispanic 
Americans—are reviewed. 

CONCEPTUAL Individuals do not act in a vacuum; rather, they are greatly 

FRAMEWORK Influenced by the social environment in which they act. A 

smoker often responds to environmental cues when deciding 
to smoke or not smoke. For instance, a work break, the end of 
a meal, and exiting from a no-smoking facility are situations 
that provide the smoker with cues to smoke, while attending a 
religious service and working in designated no-smoking areas 
are examples of cues that inhibit the smoker's behavior. Many 
cues have their origins in rules about acceptable behaviors— 
norms (Robertson, 1977). Changing the environment that 
surrounds the smoker involves changing the prevailing norms. 

In concept, the social environment may be considered a 
system with related and interdependent parts that serve to 
maintain the whole. The system includes many components, 
or subsystems, that carry out the activities required to keep the 
system viable; among these subsystems are the political, 
economic, and educational institutions that ensure governance 
of, resources for, and socialization into the system. The system 
is not a simple aggregation of its component parts; rather, it is 
a unique structure that includes all the parts and the interde¬ 
pendencies that connect the parts (Von BertaJanffy, 1962). The 
system also provides the context for all activities, including 
making choices about behaviors. The social environment 
system is based on some degree of cooperation and consensus 
on social norms (Ashby, 1958; Bouidlng, 1978), and individuals 
generally act within the parameters of the system. 

Social norms change along with the system to provide new 
rules of conduct to help maintain the reformed system 
(Robertson. 1977). An example of this can be seen in the 
emerging norms related to tobacco use. Technical changes— 
recognition of the dangers of smoking cigarettes and of inhal¬ 
ing secondhand smoke—have led to restrictions on public 
smoking, and as this secular trend accelerates, smokers find it is 
no longer appropriate to light up in all settings. 

0 

Factors that promote continued tobacco use ate still found 
at many levels in the system, though. The political subsystem 
provides price supports for tobacco growers and thus affects the 
economic subsystem. Together, the political and economic 
subsystems contribute to the development of public and 
private resources that expand the tobacco industry's capability 
to further promote its products. In addition, tobacco industry 
representatives are adept at using the communication subsys¬ 
tem to relay messages that promote acceptability for tobacco 
use (Leventhal et al., 1987. Tye et al., 1987; Warner, 1986a; 


White, 1988). An important factor Is the addictive nature of 
tobacco (US DHHS. 1988), which helps to maintain a high level 
of demand for the product. 

Conversely, there are system factors that Inhibit the use of 
tobacco. The political sector has publicly endorsed and sup¬ 
ported some restrictions on certain tobacco industry activities, 
most notably In the area of d ist ri but ion and promotion of 
products to minors (DlFianza et al., 1987; Tobacco-Free Amer¬ 
ica Project 1988; US DHHS, 1989). Excise taxes on tobacco 
products have some effect in the economic sector. When 
cigarette taxes are portrayed as "sin" taxes (Harris, 1982; 
Tobacco Institute. 1988), a message about smoking ^ebavtor is 
disseminated through the system. The economics of such taxa¬ 
tion also may affect the prevalence of smoking; estimates 
indicate a drop of about 2 percentage points In the' prevalence 
of adult smoking for every 8-cent increase pet package of 
cigarettes (Harris. 1982; Lewit and Coate, 1982; Warner, 

1986b). Another subsystem, the scientific sector, has published 
thousands of studies linking ill effects to tobacco use, thereby 
providing yet another force against smoking. 

The net environmental effect of the forces Influenci n g 
tobacco use has been a gradual move away from the free use of 
tobacco and toward restrictions on its use. In the past 20 yean, 
tobacco advertising has been restricted to media other than 
radio and television (Whiteside. 1971); 41 states have imple¬ 
mented restrictions cm smoking in public places (US DHHS, 
1986); all states have enacted cigarette taxes (US DHHS, 1989); 
and many other restrictions on tobacco sales and use have 
been legislated (Pertschuk and Shopland, 1989). 

There Is little doubt that environmental changes have an 
effect on the smoking habits of individuals. The 1964 Surgeon 
General's Report, for example, led to a significant change In 
smoking prevalence (US DHEW, 1964; Warner, 1985). A 
similar effect was seen when the Federal Communications 
Commission required “equal time' for antismoking messages 
on radio and TV to match the time allotted for cigarette com¬ 
mercials (Warner, 1985). 'Clean air' laws, enacted recently 
around the country, also may have had an effect on prevalence 
as smokers find it more difficult to smoke in public places. 

As the forces working toward restrictions on tobacco use 
multiply, a type of synergy—beneficial cooperation among 
various sectors of the system—develops. To the extent that 
relations among the sectors are harmonious and oriented 
toward a common goal, the synergy that develops produces a 
net effect of the combined forces that is greater than the sum 
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of their separate effects. Ultimately, the synergy of multiple 
forces supporting tobacco restrictions should lead to a societal 
norm in which tobacco use is not acceptable. 

Empirical research addressing how various changes in 
tobacco control relate to the social environment and to the 
prevalence of tobacco use has been largely retrospective and 
observational. Few experiments have been conducted in which 
the multiple soda! forces that promote tobacco restrictions 
have been manipulated. 

The Stanford Three-Community Study (Farquhar et ai, 
1977) used the communication sector (media) to deliver 
messages about smoking cessation. Although success was 
limited, there appeared to be some synergy between the media 
messages and intensive assistance with smoking cessation 
provided to individuals at high risk for cardiovascular disease 
(Meyer et al., 1980). In another community, media messages 
alone were used, and the observed effect was not significantly 
greater than the change seen in a control community that 
received neither media messages nor face-to-face intervention 
(Farquhar et at, 1981). 

Investigators of the Australian North Coast study found 
significant smoking reduction among all smokers through a 
combination of media programs with community programs 
(Egger et ai.. 1983); again, that effect was not seen in a commu¬ 
nity that received only media interventions. Similarly, the 
Finnish North Karelia Project showed a significantly greater 
decrease in smoking in a community that received multichan¬ 
nel stop-smoking activities than in a control community that 
received no intervention (Puska et ai., 1983). A Swiss national 
study used media, public policy changes, and a community 
organization approach to achieve significantly higher rates of 
smoking cessation in intervention communities than In the 
control communities (Gutzwiller and Schwetzer, 1983). Three 
ongoing community studies—the Minnesota Heart Health 
Project (Jacobs et al., 1986). the Pawtucket Heart Health Pro¬ 
gram (Elder et al., 1986), and the Stanford Five-City Project 
(Farquhar et al., 1985)—are projects similar to those above; 
however, their results have not yet been reported. 

Additional examples of the effectiveness of multiple inter¬ 
vention subsystems and the effects of synergy can be seen in at 
least three specific areas: media coverage of antitobacco events, 
policy changes at worksites, and antismoking messages con¬ 
veyed by physicians. The following paragraphs briefly describe 
the interactions and interdependencies that lead to a presuma¬ 
bly synergistic result. 


Media Coverage Several advocacy techniques have been used in efforts to 

Of Antitohacco obtain media coverage of antitobacco events In two major 

Activities areas; promotional activities and cessation activities. A small 

but influential group of advocates has developed simple tech¬ 
niques to attempt to gain media attention. A common tactic is 
to borrow some aspect of a prosmoking promotion and endow 
it with an antismoking message; for example, tire 'Emphysema 
Slims’ tennis tournament was hosted to counter a "Virginia 
Slims' tournament (US DHHS, 1988). Similarly, the media are 
attracted to conflicts. In a "monster truck" rally, one of the 
drivers chose to decorate her truck with no-smoking symbols; 
she was prevented from driving her decorated truck because 
the event was sponsored by a tobacco company (Doctors 
Ought to Care, 1990). 

The media also respond to the positioning of an issue 
around another extant issue. Several recent news events, ten 
example, were amenable to refraining in terms of tobacco in¬ 
formation. When cyanide was found in Chilean grapes in 
March 1989, news releases related the fact that cyanide Is 
present in tobacco smoke (DeNelsky, 1989). Advocates of 
smoking control also noted the apparent contradiction In a 
tobacco company’s support of a dance troupe (Smoking Con¬ 
trol Advocacy Resource Center, 1989). Similarly, a number of 
editorials pointed out that the amount of benzene in Pettier 
water taken off the market was only a fraction of the amount 
of benzene in tobacco (Smoking Control Advocacy Resource 
Center, 1990). 

It is difficult to determine whether such media coverage 
has any effect on smokers. It Is likely, however, that such 
coverage reinforces and helps to solidify a nonsmoking norm 
that already has substantial support. 

It is easier to draw conclusions from media coverage of 
cessation activities. Some investigators (Bettinghaus, 1988; 
Flay, 1987) have examined the efficacy of media promotions 
for use of a smoking cessation hotline (Anderson et a)., 1989), 
use of self-help cessation materials (Jason et al., 1988), and par¬ 
ticipation in other smoking cessation programs (Cummings, 
1987; Danaher et al., 1984). Although the results vary, there is 
a strortg trend for increased participation in smoking cessation 
activities when media messages are available; similarly, evi¬ 
dence suggests that smokers are more likely to stop smoking 
when the two activities are combined than when each activity 
is presented alone (Flay, 1987). 

Media control and smoking control activities are inter¬ 
dependent in that media cannot operate without activities and 
events to cover, and cessation activities and motivation mes¬ 
sages to stop smoking make significant news only rarely (e.g.. 
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when new research findings are released). When tobacco- 
related issues are framed in a newsworthy manner, both media 
and smoking control groups benefit. Furthermore, smokers 
benefit because they are made aware not only of their habit 
and the opportunity for changing that habit but also of the 
ways in which they are manipulated into tobacco use. Such 
insights may motivate them to look more carefully at their 
smoking. 

Over time, the antismoking messages may be adopted into 
the normative structure of society, and notions about the im¬ 
propriety of tobacco vendors' promoting cultural, political, 
sporting, and other events will become norms. 

Worksite Policies Restrictive smoking policies are being implemented in- 

For Smoking creasingiy in both public and private workplaces. All Federal 

Control workplaces are now subject to policies that restrict smoking to 

designated areas (US DHHS. 1989). in addition, 31 states have 
laws restricting smoking in public workplaces, and many other 
states have similar restrictions through executive actions (US 
DHHS, 1989). The numbers are equally impressive (for private 
workplaces: almost 300 cities and counties have mandated 
formal policies about smoking in public and private 
workplaces. Surveys reported in 1986 (Bureau of National 
Affairs) and 1987 (US DHHS) placed the prevalence of restric¬ 
tive smoking policies in private workplaces at 30 percent and 
rising rapidly, since the majority of workplaces surveyed that 
did not have a policy had at least a plan to institute one in the 
near future (US DHHS. 1986 and 1989). 

The effect of worksite smoking policies on the attitudes Of 
smoking employees provides important information on the ac¬ 
ceptance or nonacceptance of this normative change. Results 
from a number of studies (Brown et al.. 1988; Thompson et al., 
1987; US DHHS, 1987) showed that smokers as well as non- 
smokers responded well to smoking restrictions at work. Both 
groups reacted more favorably to the policy after it was imple¬ 
mented than before i Petersen et al., 1988; Rigotti et al., 1986; 
Rosenstock et al.. 1986), suggesting that conversion to the new 
norm was accomplished easily. 

Although data are somewhat equivocal, experts are becom¬ 
ing more convinced that worksite smoking policies have some 
effects on employees smoking (Petersen et al.. 1988; Rosen- 
stock et al., 1986). Studies of employee participation in 
workplace smoking cessation programs that are offered along 
with implementation of a smoking control policy indicate that, 
for at least some workplaces, policy implementation increases 
enrollment in cessation activities (Martin, 1982; Walsh and 
McDougail. 1988). 


The interdependence of worksite policies and smoking ces¬ 
sation activities is dear when workplace polkies restrict 
smoking, smokers will reduce the amount they smoke during 
the workday. Employers benefit in the long run by increased 
productivity and decreased costs for cleaning and Insurance. 
Nonsmoking employees benefit by reduced exposure to envi¬ 
ronmental tobacco smoke, whereas smokers benefit in terms of 
health (If they achieve cessation) and support in stopping their 
habit. Where restricted smoking policies are implemented, 
worksite norms are likely to change to advocate nonsmoking, 
thus offering smokers an ongoing incentive to quit and to stay 
abstinent. 

• ; 

The synergistic effect between worksite policies and the 
smoker is that the employer action may propel the smoker 
toward cessation. Nonsmoking employees are also likely to 
support nonsmoking and may provide repeated and continu¬ 
ing impetus for smokers to quit Smokers may benefit because 
some of the cues for smoking are controlled, making it easier 
for them to avoid the practice. Over rime, the new nonsmok¬ 
ing norm may become entrenched in the workplace, providing 
smokers with yet another prompt to stop smoking.’ 

Physician Actions Physicians have regular, recurring opportunities to offer 

Por Tobacco smoking cessation messages to their patients, because most 

Control smokers (70 percent) visit a physician annually (Ockene, 1987). 

Smokers listen to their physicians, and a sizeable number of 
smokers report that their physicians have advised them to stop 
smoking (Ockene et al.. 1987). 

The advice of a physician is particularly effective when it is 
part of a general office system that provides regular messages 
about quitting smoking and offers assistance with cessation 
efforts (Ockene, 1987, Wilson et al., 1987). Chart identifica¬ 
tion, use of an office coordinator who asks about smoking 
status, and a regular plan for advising the patient on the 
specifics of smoking cessation are more effective in helping 
patients achieve cessation than simply asking about smoking. 
The regular physician messages may be enhanced also by the 
environment of health care offices: a no-smoking office policy, 
amplified by posters, cessation information, and other cues for 
nonsmoking, provide strong normative support for cessation. 

in addition to physicians' having an ability to affect indi¬ 
vidual smokers, they are powerful lobbyists for smoking con¬ 
trol activities. Through their professional associations (Ameri¬ 
can Medicai Association, American Academy of Family Physi¬ 
cians. and others), physicians present a formidable lobby to 
persuade policymakers to control the use of tobacco. Histori¬ 
cally, the professional associations have worked toward tobacco 
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control in a number of areas, especially in smoke-free environ¬ 
ments and control of advertising directed to youth. Physician 
organizations such as Doctors Ought to Care provide regular 
lobbying at the national, state, and local levels to restrict 
tobacco use. 

As with the other examples, the synergistic effect of physi¬ 
cians' messages and other smoking control activities is found 
in the repeated and pervasive messages to smokers to modify 
their behavior. In addition, the health care environment for 
the smoker promotes nonsmoking as the acceptable behavior. 

In each of the three examples above, there appears to be 
an interdependence and synergy between the sector employed 
for control of tobacco use and the other societal subsystems. In 
addition, each sector seems to be contributing toward the de¬ 
velopment of increasingly stronger nonsmoking norms. Al¬ 
though empirical substantiation for such assertions is weak, a 
number of current research efforts in smoking control (for 
example, the Community Intervention Trial for Smoking 
Cessation [COMMIT] and the American Stop Smoking Inter¬ 
vention Study for Cancer Prevention [ASSIST]) are expecting 
synergy in planning interventions, and they may provide more 
information on the empirical validity of this approach. 

While the overall prevalence of smoking has gone down 
significantly over the past 20 years, the prevalence is still high 
among those in our society who are most disadvantaged— 
women of all races, black people, and Hispanics who have the 
lowest education level and incomes. This is not accidental. 

The cigarette industry spends S2.5 billion per year to convince 
minority groups, women, and young people that nicotine—an 
addictive drag—is their ticket to “elegance, power, confidence, 
maturity, and desirability'(Tuckson, 1989), Tobacco compa¬ 
nies spend SI.4 million per year on advertising in Hispanic 
communities, and in black communities they spend $5 million 
per year on billboards alone (Davis. 1987). Surveys in low- 
income communities haw shown that they are saturated with 
billboards promoting cigarettes (Tuckson. 1989). 

The presence of the tobacco industry in the lives of mi¬ 
norities and women of ail races goes well beyond advertising. 
The industry is an important fonder of minority organizations, 
publications, and events, and it has even managed to ally itself 
with civil rights issues by equating freedom to smoke with the 
Civil freedoms guaranteed by the Bill of Rights. The National 
Cancer Institute has funded projects that aim directly at these 
groups, and communities are beginning to build coalitions to 
combat the cigarette companies when their targeting of par¬ 
ticular populations becomes apparent. 
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Following are discussions of the magnitude of the problem 
for each of three groups (women, blacks, and Hispanics), as 
well as a consideration of barriers that racial minority groups 
and women must confront In smoking cessation. 

Before World War II, smoking was primarily a male behav¬ 
ior. In the late 1930's and 1940's, women began to take up 
cigarette use until the prevalence of smoking among women 
peaked at 32 percent from the mid-sixties to the mid-seventies 
(US DHHS. 1989). Since that time, smoking rates have de¬ 
clined for both sexes, but the rate of decline among women has 
been slower than that among men. In 1986,28 percent of 
adult women smoked compared with 33 percent of adult men 
(Morbidity and Mortality Weekly Report, 1987). If the differen¬ 
tial rate of decline among men and women continues, by the 
end of the century more women than men may be smokers. 

While fewer males have taken up smoking in recent yean, 
the rate of initiation has remained fairly constant among 
females (Fiore et ai., 1989). The situation among disadvan¬ 
taged women, however, is even worse. From 1979 to 1985, the 
smoking prevalence among women who were less, educated 
and had lower socioeconomic status (SES) actually increased 
from 40 percent to 44 percent. 

Women tend to underestimate the health risks that they 
incur because of cigarette smoking (Sorenson and Pechacek, 
1987). It has been speculated that the more rapid decline in 
smoking among men relative to women in the 1960's was due • 
to the Surgeon General's Report Unking smoking with lung 
cancer and heart disease. At the time, these diseases were seen 
as more relevant for men than for women- Since that time, the 
disease rates for women have increased markedly. While 
mortality from breast cancer has not changed in recent years, 
mortality from lung cancer among women has risen dramati¬ 
cally Lung cancer now exceeds breast cancer as the largest 
cause of cancer deaths among women (American Cancer 
Society. 1990). 

Concern about physical appearance may be 2-other barrier 
to smoking cessation by women. Quitting smoking is often ac¬ 
companied by significant weight gain (Rodin and A'ack. 1984), 
and women are more likely than men to report that fear of 
weight gam keeps them from giving up cigarettes US DHHS, 
1980; Waldron. 1988). 

Female adolescents who smoke have been shewn to be 
more seif-confident, socially skilled, and outgoing -.han those 
who do not Girls seem to adopt smoking not because they are 
pressured to. but because they seek to identify themselves as in¬ 
dependent. successful, and glamorous—precisely -r.e image 
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projected by cigarette advertisers. Finally, smoking is one of 
the significant ways that women cope with stress, particularly 
the stress of being a mother of small children (Biener, 1987). 

The health care system is a good channel for smoking ces¬ 
sation efforts, as women tend to be high utilizers of health 
sendees. The fact that many women quit smoking during 
pregnancy suggests that the prenatal period provides a good 
opportunity for intervention. Public health dinics and neigh¬ 
borhood health centers that serve disadvantaged groups should 
make a special effort to convey the importance of quitting to 
their clients. 

There are many magazines directed to women specifically. 
Counter advertising (Le., advertising designed to undermine the 
goals of tobacco advertising) in such magazines and/or con¬ 
vincing them to refuse to advertise cigarettes would reduce the 
association between attractiveness and smoking that is so 
prevalent in the media. At least two magazines, Ms. and Good 
Housekeeping, refuse to take cigarette advertisements. When 
tobacco companies are found to be targeting women, as in the 
recently revealed campaign to market Dakota cigarettes to a 
specific subgroup of women, influential groups such as the 
National Organization of Women may be willing to mobilize 
to counter the tobacco industry's promotional activity. 

Many supermarkets and food stores haw become involved 
in efforts to promote healthy choices by labeling foods that are 
low in cholesterol and/or high in fiber. These stores are often 
willing to disseminate information about the health risks of 
smoking (Hunkeler, et al.. 1990). Efforts could be made by 
community organizers to discourage sales of cigarettes by food 
stores and sales of cigarettes to minors- 

Three messages about smoking may be particularly rele¬ 
vant in campaigns directed to women: (1) smoking is as much 
of a health risk for women as it is for men; (2) quitting smok¬ 
ing promotes the health of children; and (3) the possibility of 
being slimmer is not important enough to risk the health 
dangers of smoking. Messages about how to acquire social 
support from family members, friends, and coworkers may also 
• help women to quit smoking. 

Black Americans have the highest smoking prevalence 
rates: 35.4 percent of black adults smoke-—40.6 percent of 
black men and 31.5 percent of black women (Fiore etal.. 1989: 
US DHHS, 1988). Slacks suffer the Nation's highest rates of 
morbidity and mortality from smoking-related diseases, includ¬ 
ing cardiovascular disease and lung cancer (Cooper and Sim¬ 
mons. 1985; US DHHS, 1985 and 1988). Cigarette smoking is a 
major contributor to the short life expectancy of inner-cits' 
black men (McCord and Freeman, 1990: Rivo et al., 1989r. 


Sociodemographic factors associated with smoking among 
black people are similar to those for the U.S. population as a 
whole. They include lower Income, less education. blue-coHar 
occupations, unemployment, male gender, and unmarried 
status (Orleans et al.. 1989b; US DHHS, 1988; Warned* et aL, 
1978.) 

Although the rate of smoking initiation is decreasing, and 
the ratio of quitting is increasing at similar rates for blacks and 
whites, blacks currently have a lower quit ratio (defined as the 
proportion of smokers who have quit). Quit ratio estimates 
range from 32.9 percent to 38.8 percent for blacks and from 
47.1 percent to 49.3 percent for whites (Flore et al,1989; US 
DHHS, 1990). Past survey data suggest that black smokers may 
try to quit as often as whites, but they succeed less often (US 
DHHS, 1985). 

Among blacks, several high-risk groups deserve special at¬ 
tention: (1) black women, because of the unique risks associ¬ 
ated with smoking during childbearing years, andtrecause their 
smoking rate is declining more slowly than that of black men 
(Fiore et al., 1989: Marcus and Crane. 1987); (2) Smokers with 
less than a high school education because they are quitting at 
the slowest rates (Pierce et al., 1989); and (3) black men in blue- 
collar and service occupations because theti smoking rates may 
exceed 50 percent (US DHHS, 1985). Special efforts are needed 
also to reach the chronically unemployed, who have high rates 
of smoking and may not be active in church and community ■ 
groups (Lemann, 1986). 

garriers to For black people, barriers to quitting smoking include 

Smoking Cessation reliance on cigarettes as a way of coping with the life stress and 

soda! disadvantage related to low SE5 and pervasive discrimi¬ 
nation, limited access to health care in general and to smoldng- 
reiated services and resources in particular, and limited confi¬ 
dence in their ability to quit (Hunkeler et al., 1990). A study of 
smoking among black people in Richmond. California, showed 
that more than 90 percent knew that smoking was harmful to 
health, but only 27 percent thought they could quit within the 
year (Hunkeler et al., 1990). Norms in black communities may 
actually encourage smoking. Many blacks regard other prob¬ 
lems such as drugs, unemployment, and crime as having a 
higher priority than smoking. Powerful advertising tailored to 
black consumers not only glamorizes and legitimizes smoking 
but also downplays the health risks (Blum. 1989). 

Fewer blacks (54 percent) than whites (70 percent) report a 
physician's office as their usual source of care. Twice as many 
blacks as whites say they receive their tegular medical care from 
hospitals, public health dinics. and emergency rooms. Fewer 
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blacks than whites receive medical advice to stop smoking 
(Marcus and Crane. 1987; US DHHS, 1985). 

Stronger smoking norms and tobacco advertising influ¬ 
ences in black communities help to sustain a high smoking 
rate. Black-targeted tobacco advertising has become increas¬ 
ingly predatory and pervasive. The tactics include extensive 
cigarette advertising in black print media; increased billboard 
and point-of-purchase cigarette advertising In inner-city 
neighborhoods; tobacco company sponsorship of sports, civic 
events, and entertainment and cultural events important to the 
black community; and well-publicized philanthropic support of 
black causes and organizations (Blum, 1989; Cummings ct ai. t 
1987; Tuckson. 1989). 

Channels for Reaching Lasting change in individual smoking behavior requires 
Black Smokers changing the social and cultural context in which smoking 

occurs by integrating program components into many existing 
communication channels (Hunkeler et al., 1990). These 
communication channels include the health care system, 
black-focused mass media, churches, voluntary health organi¬ 
zations, fraternal and mutual aid organizations, workplaces, 
unemployment offices, job training programs, retail establish¬ 
ments, families, and neighborhood and tenants' organizations 
(Orleans et al., 1989b). 

These channels include two types of organizations that 
might be mobilized to reduce black smoking—those that reach 
black populations easily, such as black churches, black fraternal 
and mutual aid organizations, and neighborhood and tenants' 
organizations; and those that have health and smoking on 
their agendas already, but are not focused on the black popula¬ 
tion, such as voluntary health organizations (e.g., American 
Cancer Society, American Heart Association, American Lung 
Association). To Involve both types of organizations in the 
reduction of smoking among black people requires convincing 
black organizations to take up smoking as an issue (despite 
their other pressing priorities) and convincing the voluntary 
health organizations to produce materials that focus on blacks. 

, Any successful effort to reduce smoking among blacks requires 

' strong black leadership. Unfortunately, at this time many of 
the organizations in black communities do not have the 
resources to add smoking to their list of priorities- Enlisting 
the aid of those organizations requires time. Many of the 
organizations that deal with smoking, such as the lung associa¬ 
tion and the cancer society, are just beginning to focus more 
heavily on low-income and minority smokers. 

If quitting smoking can be linked to other difficult prob¬ 
lems faced by black communities, such as unemployment, 
quitting smoking might be more of a priority. For example, if 


it could be shown that nonsmokers are more attractive job 
candidates, people might be more motivated to quit. If job 
training programs and unemployment offices distributed self- 
help materials and/or offered a smoking cessation component 
to their training, unemployed black smokers might be more 
interested in quitting. 

Health professionals cm play a key role in educating 
individual smokers and community groups about the hazards 
of smoking (Ockene, 1987), but they should be practitioners In 
emergency rooms and public health cltnics as well as regular 
physicians so that the low-SES groups with the highest propor¬ 
tion of smokers are reached. Medical-based programs should 
be offered in the hospital and public health dirties and emer¬ 
gency rooms where black smokers receive a disproportionate 
amount of their medical care (Orleans et al., 1989b). The 
National Medical Association could play a critical role by 
training its members to offer brief counseling and self-help 
materials as part of routine medical care (e.g., Glynn and 
Manley, 1989). 

Influential members of important nonmrdical organiza¬ 
tions also should be involved to raise consciousness about 
smoking as a health and social issue in Mack communities. 

The key spokespersons in Philadelphia's successful campaign 
against Uptown cigarettes included health professionals, public 
health officials, political leaders, and clergy from the black 
community (Robinson et aL, 1990). 

Communications aimed at Mack children and adolescents 
should indude peer education. Recent focus groups indicate 
that information about smoking risks for blacks may be more 
credible coming from black than from white sources, and that 
information about other quitting benefits may be most con¬ 
vincing when the sources are “everyday*' people instead of 
celebrities (James et al.. 1990). Communications aimed at 
families and soda) networks have the potential to increase 
social support for quitting smoking and to mobilize efforts to 
curtail cigarette use among black children and adolescents. 
Widespread community concern to protect black children from 
a lifetfine of nicotine addiction was a major tactic in the 
successful grassroots campaign against Uptown dgarettes in 
Philadelphia (Robinson et al., 1990). Interventions that target 
youth may reach both young people and their families; for 
instance, the making of a rap video. "Stop Before You Drop," 
by the Richmond Quits Smoking Project in Richmond. Califor¬ 
nia. was a mobilization tactic that reached families as well as 
over 300 young people involved in the production at various 
levels. 
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Many effective health education campaigns combine 
formal and informal interpersonal communications, such as 
personal medical advice and social support from one's primary 
social group (McDill, 1975. Wamecke et aj„ 1978). This may be 
especially true within the black community because of its strong 
seif-help tradition. Recruiting and training volunteers from 
churches, neighborhood councils, and community organiza¬ 
tions to talk with family members, friends, coworkers, and 
neighbors about smoking was one strategy used by the 
Richmond project to extend formal programming to informal 
soda! networks (Hunkeler et ai., 1990). 

Community-based motivation or education campaigns 
should employ black-focused media (e.g. r newspapers, maga¬ 
zines. and radio) to the greatest extent possible. The need to 
reach blacks with the lowest SES and educational levels requires 
that print materials be suitable for low-literacy populations 
(Doak et a]., 1987) and that alternative audiovisual media also 
be available. 

Videotaped or televised quit-smoking programs are useful 
complements to print materials, especially to reach low-Uteracy 
groups. Minimal counseling might be provided to smokers 
using self-help materials by means of toll-free telephone 
quitlines, like the nationwide Cancer Information Service 
(1-800-4-CANCER), although few black smokers may avail 
themselves of this service. 

Briefly trained lay leaders (Lando et al., 1990) can provide 
quit-smoking assistance through organizations and institutions 
already established in the black community. The project in 
Rjchmond, California, recruited volunteers through churches, 
neighborhood councils, and community organizations to 
encourage, support, and assist quitters. Schoenbach and col¬ 
leagues (1988) trained life insurance agents to deliver self-help 
quitting guides to interested policyholders nationwide. 

Interventions aimed at groups and organizations, not just 
individuals, are needed. Self-help programs, workshops, and 
clinics can be offered in churches, medical settings, schools, 
workplaces, and community organizations. The Richmond 
project distributed stop-smoking matenals in more than 
100 community sites, including restaurants, barber shops, youth 
organizations, recreational centers, senior centers, grocery 
stores, churches, the public library, and unemplovment offices 
(Hunkeler etal., 1990). 

Voluntary health organizations, particularly the American 
Cancer Society and the American Lung Association, are the 
major providers of self-help materials and quit-smoking clinics 
in the United States (US DHH5, 1989). Their multiracial quit¬ 
ting guides are designed for wide appeal to blacks and other 


minorities and are written at reading levels suitable for low- 
literacy smokers (American Cancer Society. 1988; Strechei and 
Rimer, 1987). The community and worksite-based dinics of 
both organizations achieved similar, relatively modest outcomes 
(Lando et al.. 1990). Both programs can be led by facilitators 
recruited and trained from the target community. 

An issue at present is the role of generic stop-smoking mate¬ 
rials versus black-focused materials. Both have their place. The 
experience of the Richmond project was that blacks were very 
receptive to both black-focused motivational materials and 
black-focused quit-smoking guides. Examples of black-focused 
stop-smoking literature indude A Guide to Quitting Stocking, 
created by the Richmond project, and North Carolina Mutual 
Insurance Company's Quit far Life guide, designed as a compan¬ 
ion to the multiracial guide. Freedom from Smokmg-for You and 
Your Family, from the American Lung Association (Stiecher and 
Rimer, 1987). 

It is noteworthy that offers of standard counseling, groups, 
and self-help materials will reach only a small group of black 
smokers. However, the experience of the Richmond project was 
that, while the program had to offer these services to gain 
credibility and to accommodate the few who used them, most 
black smokers who were interested In cessation needed more 
innovative approaches to quitting. 

Content of Messages Messages about smoking for black Americans should con¬ 

tain dear information about the health consequences of smok¬ 
ing, the health benefits and other potential gains from quitting 
smoking, suggestions for how to quit smoking, and information 
to combat the cigarette companies' message that smoking is 
glamorous. Information about the health risks of secondhand 
smoke exposure should be included to exploit the altruistic 
quitting motives commonly cited by black ex-smokers (Orleans 
et al., 1989a). 

Because health is the primary motivation for quitting 
among black smokers, as among all (J.S. smokers (Orleans et al., 
1989a) and because blacks do not receive messages about the 
health risks of smoking as often as do whites (US DHHS, 1987), 
black-focused antismoking campaigns should dearly state the 
health risks and the benefits of not smoking. Messages should 
emphasize the fact that while quitting smoking is not easy, it 
can be done, and that there are individuals interested in helping 
others quit. Other benefits, not strictly health-related, such as 
freedom from addiction and inconvenience, saving money, 
greater self-esteem, and more social acceptability, should be 
stressed- Reassurance about overcoming common quitting 
barriers, for exampfe. concerns about weight gain and the loss of 
smoking as an all-purpose coping tactic, also is important. 
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The smoking issue should be framed in ways relevant to 
the concerns of blacks, particularly with regard to family life, 
for instance, emphasizing the economic burden of smoking- 
related illness for black families and the hazardous effects of 
secondhand smoke on children (Hunkeler et al., 1990; James et 
al., 1990). Family themes like these are emphasized in the 
American Lung Association's new motivational brochure 
(1990) developed specifically for black smokers. These mes¬ 
sages are similar to those meant for all other racial or ethnic 
groups, but there is a difference in tone and emphasis. Many 
blacks are already well aware of the problems they face (unem¬ 
ployment. higher mortality rates, drug abuse, etc), including 
smoking. What Is needed is more information on how blacks 
can combat smoking personally, in their families, and in the 
wider community by organizing to decrease the advertising of 
cigarettes (Hunkeler et al.. 1990). 

Counteradvertising has become an essential antismoking 
strategy in minority communities. Its goals are to expose the 
tactics used by the tobacco industry to recruit new smokers, 
especially minority women, ch ildren, and adolescents. Coun¬ 
teradvertising can deglamorize smoking through images and 
slogans that mock the themes of power, attractiveness, escape, 
popularity, and pleasure that are used now to promote ciga¬ 
rettes (Blum, 1989: Tuckson. 1989). One of the successful 
tactics in the campaign against the new Uptown cigarettes was 
to expose the tobacco industry strategy of marketing more 
highly addictive, high-nicotine and high-menthol cigarettes to 
black smokers (Robinson et al., 1990). 

Counteradvertising strategies can involve everyone, non- 
smokers and smokers alike. Recently, the City Council of the 
predominantly black city of Richmond, California, in a prelimi¬ 
nary vote, passed an ordinance that prohibits billboard adver¬ 
tising of alcohol and cigarettes within 500 feet of each school. 
Thus, whole communities can be mobilized against smoking. 

The community-based project in Richmond portrayed 
smoking as "unhlp." “uncooi," and socially undesirable behav¬ 
ior (Hunkeler etal., 1990). Counteradvertising can also include 
.(1) political action and legislation to regulate the billboard 
cigarette advertising that is two to three times more prevalent 
in black than in white communities: (2) strategies to reduce 
point-of-purchase advertising and curtail minors' access to 
tobacco products in commumtv retail establishments and to 
prohibit the distribution of free samples of cigarettes; (3) stop¬ 
ping patronage of events sponsored by tobacco companies: and 
(4) the refusal of philanthroov from tobacco companies 
(Tuckson. 1989). 
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The proportion of current smokers among Hispanic men 
varies from 31 percent to 41 percent, and among Hispanic 
women from 21 percent to 33 percent, in national and regional 
surveys (Escobedo and Remington. 1989; Escobedo et aL, 1990; 
Marcus and Crane, 198S). Rates for Hispanic men are similar 
to or greater than those for white men, but a substantially 
lower proportion of Hispanic women than white women are 
smokers. Smoking rates for the three major Hispanic sub¬ 
groups, Mexican Americans, Cuban Americans, and Puerto 
Ricans, were compared in the Hispanic Health and Nutrition 
Examination Survey (HHANES) conducted between 1982 and 
1984 (Escobedo and Remington. 1989). Similar gender differ¬ 
ences were observed among Mexican Americans and Cuban 
Americans, but the gap was much less striking among Puerto 
Ricans. Puerto Rican women report smoking at a much higher 
rate than either of the other Hispanic subgroups examined as 
pan of HHANES. In addition, birth cohort analyses based on 
HHANES data estimated that, although the prevalence of 
smoking appears to be decreasing among Hispanic men, 
smoking rates actually Increased among successive cohorts of 
Hispanic women (Escobedo and Remington. 19891- 

Acculturation to the U.S. mainstream is a complex, multi¬ 
dimensional phenomenon that has an important but poorly 
understood role in many health-related behaviors. In a tele¬ 
phone survey of smoking behavior, completed with 1,669 
Hispanic residents of San Francisco in 1986-1987 (Marin et al., 
1989b). smoking rates were higher for the more acculturated 
Hispanic women but lower for the more acculturated men. 
These data suggest that smoking behavior among Hispanics 
becomes more like that of whites with increasing levels of ac¬ 
culturation and, as a consequence, smoking may become an in¬ 
creasingly serious problem for Hispanics as they merge with 
mainstream U.S. society. 

A consistent finding in surveys (Marcus and Crane, 198S; 
Marin et al., 1989b> has been that Mexican-American smokers 
report smoking fewer cigarettes per day than the average re¬ 
ported by white or black smokers. Although a lower propor¬ 
tion of highly acculturated men smoke, they report a greater 
number of cigarettes per day than less acculturated men. 

Among women, a high proportion smoke and report smoking 
more cigarettes as acculturation increases. Among a sample of 
S47 Mexican-Amencan smokers participating in HHANES. 
comparison of self-reported smoking behavior with levels of 
serum cotinine (a specific metabolite of nicotine) showed that 
approximately 20 percent of men and 24 percent of women 
reported smoking rewer than 10 cigarettes per day, and that 
estimated underreporting of cigarette consumption ranged 
from 2 to 17 cigarettes per dav < Perez-Stable et at., 1990). These 
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observations have important implications for cessation strate¬ 
gies, because light smokers are much more likely to successfully 
quit smoking on their own with appropriate motivational 
messages and self-help methods. 

Unemployment, little education, and little or no aware¬ 
ness of cessation services also contribute to the barriers that 
Hispanics face in attempting to quit smoking. Less educated 
persons are more likely to smoke and less likely to quit, and 
Hispanics have the fewest average years of education of any 
ethnic group in the United States. Up to SO percent of adoles¬ 
cents from all subgroups do not graduate from high school. In 
addition, many Hispanic immigrants have little formal educa¬ 
tion and at least 25 percent speak little or no English; thus, 
smoking prevention and cessation services are less accessible to 
them. 

With regard to barriers at the individual level, cigarette 
smoking remains a socially acceptable behavior among Hispan¬ 
ics. Few Hispanics question whether it is permissible to smoke 
at a private home and many consider offering a cigarette a 
polite gesture (Marin et al.. 1989a). Smokers attempting to quit 
may confront situations in which they must politely refuse a 
cigarette in a culturally appropriate manner. Smoking among 
Hispanic men is perceived also as part of the machismo culture. 
The tobacco industry has exploited these cultural traits in 
advertising campaigns aimed at Spanish-speaking people. ' 

Channels for Providing services to Hispanic Americans, whether at the 

Reaching Hispanics individual level, in a clinical setting, or for an entire commu¬ 
nity, requires a working knowledge of social and cultural issues. 
Financial access to health care, immigrant documentation 
status, reasons for emigration from Latin America, and SES in 
the United States are all essential issues that persons planning 
to work with Hispanics must recognize. Because the propor¬ 
tion of Hispanic health professionals in the United States does 
not come close to the proportion of Hispanics in the popula¬ 
tion, non-Hispanics will be providing a substantial number of 
services: awareness of specific cultural issues may help to 
, reduce the known barriers. 

On average, Hispanics are younger, less educated, and 
have an SES level intermediate between that of whites and 
blacks who are not Hispanic. More than 80 percent of Hispan¬ 
ics reside in urban areas and nearly 90 percent live in New 
York, Florida, Illinois, New Jersey, and five Southwestern states 
(California. Texas. New Mexico, Arizona, and Colorado). 
Although Hispanics are a racially diverse group, with each 
country of origin imparting unique characteristics, there are 
more similarities than differences among Hispanic subgroups 
in this country. For example. Spanish is the language preferred 


for use at home by 60 percent of Hispanic adults, which creates 
a bonding among subgroups (Wrez-Stable, 1987). 

To promote smoking cessation and prevent smoking 
initiation among Hispanics. interventions must incorporate 
culturally appropriate information about why and how to quit 
smoking. Standard use of broadcast Spanish that avoids 
regional idioms should be used in all of the media compo¬ 
nents. Hispanic physical types that represent the national 
groups in the area also should be used as models and commu¬ 
nicators. 

The Spanish-huiguage media can play an Important role in 
promoting nonsmoking. Television and radio pufrlic service 
announcements can be produced at low cost and aired on the 
major Spanish-language stations in a specific area. These 
public service announcements can include culturally appropri¬ 
ate messages about smoking and how to quit, with community 
leaders talking about the disadvantages of smoking and former 
smokers biking about why they quit and what benefits they 
have gained. Less acculturated Hispanics are more likely to 
listen to radio, and discussions of smoking and health by 
Hispanic experts on locally popular radio talk shows can be an 
effective way of reaching Hispanics. The call-in talk show 
format allows for listener participation, lively discussions, and 
testimonials by former smokers. 

There are Spanish-language newspapers publishing weekly 
or monthly in most ll.S. areas that have a significant Hispanic . 
population, (n some urban areas (e.g., Los Angeles, Miami, and 
New York), a prominent daily newspaper is widely read by 
Hispanics, but in many areas the absence of a daily newspaper 
in Spanish means that Hispanics read English language news¬ 
papers (Aicaiay et al„ 1987-1988). Newspapers and magazines 
are susceptible to influence by the tobacco industry's advertis¬ 
ing dollars and thus may be less amenable than radio and 
television to promoting nonsmoking; hosvever, other printed 
media in Spanish may have an important role in promoting 
smoking cessation. For example, posters showing a family 
quitting cigarettes, fivers with motivational messages, pam¬ 
phlets with information on how to help a smoker quit, and 
billboards promoting the no-smoking message can all be part 
of a Hispanic-focused program of smoking control. The mes¬ 
sages in printed media should be aimed at nonsmoking family 
members as well as smokers, in order to make the most of the 
powerful characteristic of familial regard among Hispanics. 

Content of Messages Hispanics tend to have a collective lovalty to the extended 

family that ranks higher than individual needs ( familialismo ), 
and this quality may be useful in an effort to change smoking 
behavior. For example, motivating fathers or mothers to quit 
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smoking in order to prevent their children's smoking and to 
decrease the likelihood of harm to their children is an appro¬ 
priate and effective strategy to use among Hispanics. The 
extended family network remains much more intact among 
Hispanics In general when compared with whites, even after 
several generations have passed since immigration (Sabogal et 
al., 1987). The family network can be used also to persuade 
smokers to quit. An example of a vignette related to real-life 
issues in the community is a television public service an¬ 
nouncement showing a delighted Hispanic mother reading a 
letter from her son. who writes that he has quit smoking on 
Mother’s Day because of his children. 

Hispanic people often will establish relationships with 
health professionals and other authority figures out of a pater¬ 
nalistic dependence. Because of this cultural trait of respect foe 
authority figures, physicians and other health professionals in 
a clinical setting may be especially effective in counseling 
Hispanic smokers about quitting. Physicians need to imple¬ 
ment a more authoritative style, use standard counseling 
techniques to promote cessation, and order adjunctive pharma¬ 
cologic methods as needed. Authoritative experts have en¬ 
hanced credibility in promoting nonsmoking among Hispanics 
both at an individual encounter and through a public health 
campaign. This relationship, however, depends on mainte¬ 
nance of respect for the individual regardless of social standing, 
and it can disintegrate if non-Hispanics are not aware of these 
cultural scripts. For example. Triandis and colleagues (1984) 
described the cultural script of simpatia that differentiates 
Hispanics from whites: this script means that Hispanics are 
more likely than whites to expect a high frequency of positive 
social interaction and a low frequency of neutral or negative 
social interactions. Inattention to the presence of this script 
may lead to misunderstandings when Hispanics and people of 
other cultures interact in any social setting. 

Although Hispanics report having less awareness than that 
of other groups about where to obtain information on smoking 
cessation services, they state also that they need less help in 
quitting and feel more capable of quitting on their own. In 
' (act, the most frequently cited method by Hispanic smokers in 

helping them to quit is voluntadpropia. or willpower. Promo¬ 
tion of willpower with self-heip methods, such as the Guia para 
Dejar deFuman Sabogal et al.. 19881. is an effective strategy to 
use among Hispanic smokers. 

Compared to white smokers. Hispanics perceive their 
smoking to be less dependent on situational cues and more 
dependent on social cues. The irr.oortance of cigarette smok¬ 
ing with a group of friends or at a social gathering is greater for 
Hispanics than for whites. Thus, antismoking messages must 
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include culturally appropriate ways to resist social pressures to 
smoke. Hispanics were more concerned also about the effects 
of smoking on interpersonal relationships and about smoking 
making their clothes and their breath smell bad. This also 
should be incorporated Into antismoldng messages. Finally, 
Hispanics report a greater concern about the effects of s m oki n g 
on their health and the health of their children. Thus* graphic 
presentations of the adverse health effects of smoking on 
smokers and their loved ones may be effective if presented 
within a context that offers ways to quit smoking. 

Helping smokers quit with the more tradltiooal cessation 
group approach has not been widely accepted by Hispanic 
smokers, even when offered free of charge at convenient hours 
and locations. Use of a series of Spanish-language audiotapes 
that include professionally enacted vignettes to illustrate the 
principles of relapse prevention, relaxation techniques, and 
assertiveness when coping with social temptations to smoke 
may be widely applicable through radio programs. One ap¬ 
proach to complement the standard group cessation is to offer 
counseling sessions for smokers over the telephone. It has the 
advantage of being time-efficient allows for a much wider 
dissemination of quitting techniques, and should be cost- 
effective. 

CONCLUSIONS * In the limited number of settings where interactions 

between the multiple components of a smoking control 
program have been examined, there appears to be a 
synergistic effect. 

• Interaction between the multiple components of the en¬ 
vironmental system and the multiple message channels 
that compose a comprehensive strategy for smoking 
control is expected, in light of current social behavior 
theory, and the anticipated interaction has b ee n incor¬ 
porated into most recent comprehensive, community- 
based. smoking control approaches, such as COMMIT 
and ASSIST. 

• The targeting of women by tobacco advertising has been 
associated with a dramatic rise in the number of women 
who smoke and who develop smoking-related diseases. 

• Approaches toward blacks include programs to counter 
’targeted advertising within black neighborhoods, in¬ 
creasing the priority and resources available for smoking 
control within black groups, and encouraging the 
dissemination of programs and materials developed for 
use in the black community. 

• The recognition of the importance of acculturarion and 
Hispanic social and cultural issues is essentia! in imple¬ 
menting smoking control programs in Hispanic commu¬ 
nities. Approaches that emphasize family impact may be 
particularly useful. 
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health education programs 14 

health programs 160-161 

information dissemination >6-57. 2!t>-Zt7 

link to smoking initiation 217-218 

regulation or 217-218.219 
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materials 46-48 
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program differences 50 
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Five-Day Plan 40 
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smoke holding 
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Smokeless 
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health campaigns againsr u. 147-148 
use by adoiescenrs 51-52. 233, 236 
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Smoke Watchers 

commercial stop-smoking prog ra ms 
^smoking 
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initiation, smoking: prevalence, 
smoking: restrictions, smoking 
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fnena of mine / 
wanted to steal. I 
knew it was wrong * » f 

decision to make. I it* jjsit * f 

thought to m\self; ! f # f ( '' j 

If I don't do it. he’!’. « » $ 

probably cal’ rre ’ ‘ - 

scary or not be friends with me. If I do if, he'll 
probably cal: me cool and brave, hot I thought 
and did the right thing. I chose to not steal and 
to spend time looking for a better friend. 

Stephen Rogas 
6th Grade 
New Orleans, LA 
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tongh dec'S’O” *o make 
over and said. •An." ’ k-cw l wo: 
trouble. Though this r-> ! was mv 
frierd. I still said ' No.” I have ah 
would never smoke :c arvone." 
Also, this gir! w as vm:ng, about S 
years old. She did ;t. rut I didn’t 
because I knew it was w-org. 

Monica Martinez 
6th Grade 
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IsJmmHm tl—■ giving 
up acting? We don’t think so, but he 
does km to write and has just 
submitted a synopsis for an episode of 
‘seaQuestDSV.* 


Look for GMhl Farteai in the 

upcoming film ‘Brainscan,’ where he is 
trapped in a virtual realty nightmare and doesn't know 
whether he is experiencmg fantasy or reality, 

lot of tinie snapping photos. Off the set, Ac’s more 
likely to be found revving up her Harley - usually for a 
good cause Hke die celebrity motorcycle race for 
Muscular D y s tro phy. 

•mm Calm, the ‘man of steeT on lain A rtartu 

the guy Shaunen Doherty fefl for In France last season 
on*'M21».' 


Did you know th* the drawings you see on the 
refrigerator on Imnm’ are actuaffy created by 
Roseau**’* nieces? 

Be sure to check out the summer Sdc Twllr ■■ 
Sumtr ft," winch fottows pro surfers •abait 

the world as they search for the perfect wave. 

CMMm MccTs favorite group is the Red Hot ChiS 
Peppers and "SKU’ is her favorite show. 

Although MmMi Camp turned down a role in the 
movie version of *Evrta,’ she’d never turn down the 
chance to act in a remake of “My Fair Lady.’ She’s just 
waiting for the offer. 

\^ho knew flat Jaoy Ummacm’s first album 
wasn't Many Uuiaac a.* but actually an album for 
the classic kk) show 'Romper Room 7 
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Virtual Reality 
Cookie Dough 
Dan Jansen 
Speed Racer 
Sega Sports 

Planet , ■ , , 

Hollywood 

Fresh Prince 
of Bel Air 
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Chokers 

Hassles 

professional 

Wrestlers 

Disco . , ■/' ’■ ''.. 

People With 
Attitudes 

Power Rangers 

Olympic Figure 
Skating 
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elissa Joan Hart 


smart. She's sassy. She's hip...She's 18- 
Cr yearold Melissa Joan Hart, dispenser of wit and 
wisdom to millions of fans on Nickelodeon's top-rated 
series. "Clarissa Explains It All," As the outspoken and 
undeniably cool Clarissa Darling. Melissa captures the 
essence of teenage life like no one else on television. 
"Clarissa's not the average cardboard-cutout Barbie 
Doll character." explains Melissa of her outspoken 
alter-ego. "She dresses differently, her room is weird, 
she's kind of alternative. That's what I think makes her 
so appealing.* Melissa credits the show's unique 
blend of hipness, humor and honesty for its tremen¬ 
dous success. ‘It’s not like a stupid sitcom, where 
they end up with a lesson at the end," she says. "It's 
more like you end up with whatever's fun and cool." 

VJince her acting debut at age four in a national 
commercial, she has starred in some made-for-tv 
movies and appeared in several episodes of 
"Saturday Night Live* and the soap opera ‘Another 
World.* ft was ‘Clarissa Explains fi All,* however, that 
reatfy put her hr the spotlight In addition to the weekly 
series on Nickelodeon, she released her first video. 
"Clarissa Explains: Dating.* a guide to teen relation¬ 
ships as viewed through the eyes of her popular char¬ 
acter, and wrote the book "Clarissa's All-in-One 
Perfect Complete Book of Everything Important (Until I 
Change My Mind!).* She is also workingon a new 
series for CBS called ‘Clarissa* and. most recently, 
began an advice column in Teen Beat magazine called 
‘Melissa Explains It All.* 


\(/} ne drawback to ’Clarissa* is that the show tapes 
Vy at Nickelodeon Studios in Orlando, which keeps 
Melissa away from her family and friends. This really 
makes her grow up quickly, as she does her own gro¬ 
cery shopping, handles all erf her own'finances and 
meets with a tutor on set so she can graduate from 
high school this year. 
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B ack home in New York, she loves hanging out 
with her friends, going to the movies or a 
Broadway play. What a night out doesn't include is 
drinking and doing drugs. In fact Melissa says she 
has never been drunk and never even touched drugs. 
She strongly believes in the "Just Say No" attitude. ‘If 
you try something once, you might get stuck on it and 
you don't know how you're going to act.* Melissa 
explains. *1 can have fun without drinking." This is why 
she avoids the bars and dub scene. Besides. Melissa 
adds, "Smoking is the worst. I hate being around 
smokers." Melissa explains. "I can have fun without 
giving in to peer pressure. My friends totally respect 
my decisions. If they don't, I'd find other people to 
hang out with." 

W hat's Melissa's idea of e perfect evening? 

Well, she loves hanging out at a friend's 
house, gossiping, eating cookie dough and watching 
“Beveriy Hills 90210.* If you do that and follow 
Melissa's advice, you. too. can make the ‘right deci 
sions. right now.* 
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,\fe':8sa roan Hart 
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Rogers & Cowan 

, , v. ' "’i 

TOOL) Santa Monica Hlvd. 


Los Angeles, CA 9U06 7 
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MY STORY 



My parents have always been dose to the Jones* family 
Every once in a while, they'll make plans for our two 
families to get together. 

Since Susan Jones* is only two years older 
than l, we were always encouraged to become friends. 
Ever since our first meeting, I have always looked up at 
Susan with a mix of admiration and envy, since she 
seems more mature, and prettier than I. 

When I was about ten years oW, my family 
paid one of the nearly 
routine visits to the 
Jones'house. On this 
particular occasion, 

Becky*, Susan s best 
Wend was over, too. 
IhnmecSately 
respected Becky in 
the same way as Susan. 
Strangely, I viewed them as 
nearly perfect, even though, now, I understand 
that they are far from perfection. 

From the beginning of the day, they treated 
me rudely, but when they were forced to offer half¬ 
hearted apologies, I quickly accepted. I looked up 
to them. 

Later, we were urged by my mother to go 
outside. I enjoyed mysetf in thek company; my 
respect for Becky and Susan had not weakened with 
their previous behavior. 

Then, out of nowhere, Becky displayed a 
box of cigarettes and a lighter. I was shocked. I had 
never seen anyone so dose to my own age smoke 
before. 

I felt defiant and nervous as I watched Lisa 
light up StM, in my eyes, she was older, pretty, and 
almost perfect, so she could do no wrong. 

I was struck with a rush of anger, and nausea 
when Becky offered me a cigarette. At first, I believed 
that she worid think of me as a lesser person if I 
declined. StM, I cannot claim that I was tom. I was smart 
enough to say, 'No,* and am proud that I was strong 
enough to resist ther pressure from someone who I 
regarded so hk^ly. 

I believe that the decision I made that day has 
helped me grow as a person. That was the fkst time peer 
pressure ever affected me, and it w* surely not be the last 
The confidence I had in my ab«ty to choose that day has 

helped me to make more decisions of equal and greater 
difficulty, and will definitely hefc) me In the future, lam 
confident in the choice I made, and am positive that l will 
be able to choose just as wen, in the future. 

Anna Spinn er 

8th grader 
New Haven, CT 
‘Names have been changed 
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Joey Lawrence knew since he was four 
years old that he wanted to pursue a career 
in show business. “I used to watch a lot of 
television variety shows, and afl I wanted was to 
be on TV and sing," Lawrence said. When he 
was five he did both, betting out "Give My 
Regards to Broadway" on "The Tonight Show 
Starring Johnny Carson.” Lawrence, now 17, 
has since appeared on the television comedy, 
“Gimmie a Break" for four seasons, and currently 
stars in the hit series "Blossom.” 


With his acting career already in Ngh gear, 
Lawrence is now concentrating Ns efforts on 
his sett-titled debut album, Joey Lawrence on 
Impact/MCA Records. A combination of soul 
and up-tempo dance-pop, the album has already 
produced the hit single "Nothing My Love Can’t 
Fix." The record company was pleasantly 
surprised with the single. Joey recatts, laughing," I 
did a rap on it, just as an experiment, and they 
didn't think it was me at first. But they liked it so 
much we deckled to do another called “Justa 
‘Nother Love Song." 


Clearly, Joey has made some excellent career 
decisions but, growing up in Philadelphia, he 
has also had to make some important social 
decisions. ‘I remember one time I walked into a 
party where kids were smoking and drinking and 
I just turned around and left," Joey recafls. Even 
today, he stiM feels the same way. ‘f don't like to 
hang out with people who smoke or drink." Joey 



s V 


this also 


includes the girls 


he dates. 


“We all know that smoking, drinking and doing 
drugs are not ri^rt and there are clear messages 
on television and in the newspapers that tell us 
so." But then, Joey added, when you throw in 
the element of peer pressure, it becomes a much 
more difficult decision. "You hang out with your 
friends who are doing it and you say to yourself 
‘I'm not cool if I don't drink a beer. I’m uncool if I 
don’t smoke.’" JoeYS advice is simply, “Be your 
own person. Don* let others pressure you into 
making decisions that are wrong or make you feel 
uncomfortable.” 


Most importantly, Joey stressed this message — 
"You should do what you know Is right and only 
do that. If you do, then you’re never going to 
end up regretting something or doing something 
bad." By following Joey's advice, you too can 
make the "right decisions, right now." 
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Free Inside! 

Educatfonal Program To Help Students: 

• Identify conflict and how it operates 
In their lives. 

• team what causes conflicts to get out of hand. 

• develop methods for controlling anger 
and managing conflict situations. 
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Dear Educator: 



Much of what todays students learn about coping with conflict comes from" 
the media and peer groups. For many young people, the lesson learned is that 
fighting is an acceptable way to deal with conflict and, for some, violent behavior is 
even seen as a pathway to status. The result has been what journalists are calling ‘'an epidemic 
of violence” in the nation’s schools. William Damon, a leading authority on child development 
in his book. The Moral Child: Nurturing Children’s Natural Moral Growth, expresses the fear 
that the agendas of many schools “have been reduced from the pursuit of learning to the far less 
lofty goal of maintaining discipline and order.” 


A growing number of schools are responding with innovative programs to reduce violence 
through mediation and conflict resolution. This study guide, the fifth in the 
RIGHT DECISIONS, RIGHT NOW program, is designed to aid in this effort by suggesting 
ways of integrating the study of conflict and conflict resolution into your curriculum. Through 
the hands-on activities in the program, students will gain an understanding of the dynamics of 
human conflict, analyze methods of resolution, and leam new ways to control anger and manage 
conflict situations in effective, nonviolent ways. 


The RIGHT DECISIONS, RIGHT NOW program is funded by the R, J. Reynolds Tobacco 
Company, which firmly believes that children should not smoke. The program, created for use 
with students in grades 6-9, is designed to help them become more effective decision-makers. 


We encourage you to share this exciting program with your colleagues. Although the materials 
are copyrighted, you have permission to make as many copies as you need for educational 
purposes. 


Please take a moment to complete and return the enclosed response card. Your comments help us 
to create programs that will continue to meet your needs. Returning this card also ensures your 
continued receipt of free educational programs in the future. 

We hope you enjoy sharing this new unit of the RIGHT DECISIONS, RIGHT NOW program 
with your students and watching them gain new confidence and skill in addressing conflict in 
their lives. 


Sincerely, 



Dr. Dominic Kinsley 
Editor in Chief 


Lifetime Learning Systems, Inc. 

...anExpwkn&toOynmkEducatto 

79 Sanford SL • FMMd, CT06430 * (203)259-5257 
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Introduction 

By grades 6 and 7 many students 
have become convinced that 
fighting is not only an acceptable 
response to conflict but that it 
actually provides the only way to 
maintain one* self-respect. The 
lesson is reinforced daily by what 
they witness on television, in the 
neighborhood or among their 
peers, and sometimes within the 
family. While no single classroom 
lesson or unit can counteract those 
influences, the study of conflict and 
conflict resolution can help stu> 
dents see that there are more 
satisfying and effective ways of 
dealing with conflict. 

This study guide, the fifth unit of 
the RIGHT DECISIONS, RIGHT 
NOW program, is designed to 
strengthen students’ decision¬ 
making skills through an examina¬ 
tion of conflict and how it can be 
managed. Students will explore 
the basic dynamics of human 
conflict, analyze the factors that 
lead some conflicts to escalate, and 
consider ways of controlling anger 
and managing conflict situations 
more effectively. 

The materials will dispel two 
common misconceptions about 
conflict. First, there is a tendency 
for young people to equate conflict 
with violence, in large part because 
it is violent conflict that captures 
our attention, both in real life and 
in the media. Quieter, nonviolent 
episodes may not even be recog¬ 
nized as conflict situations. There 
is also a general misconception that 
conflict is harmful — a state of 
discord that can threaten a family 
or a friendship, or that can destroy 
the unity of a community or nation. 
Students' work with the activities 
will make it clear that, while some 
conflicts are harmful, most are not. 
In fact, individual growth and 
social progress often emerge as 
healthy responses to conflict 
situations. 


Intended Audience 

This program has been designed to 
be used with students in grades 6-9. 
The materials can be incorporated 
into social studies, health or life 
skills classes. 

Objectives 

This fifth unit of the RIGHT 
DECISIONS, RIGHT NOW 
program is designed to help 
students: 

• recognize that conflict is a 
natural and normal part of life. 

• understand that a conflict and 
its outcome can be either 
healthy or unhealthy. 

• become more aware of the 
dynamics of conflict in their 
own lives and in the world 
around them. 

• identify the factors that cause 
some conflicts to become more 
intense or to escalate toward 
violence. 

• analyze conflicts in their daily 
lives as well as in history, 
literature and the media by 
applying the same framework 
of questions to all examples. 

• use role-playing scenarios to 
investigate effective methods 
of controlling anger and 
managing conflict situations. 

• recognize that fighting and 
other forms of violence usually 
make conflict situations worse. 

• consider ways they can reduce 
the incidence of fighting and 
other disruptive behavior in 
their lives, within their school 
and within the community. 

Program 

Components 

1. Four activity masters to repro¬ 
duce as individual and group 
worksheets. 

2. This teacher’s guide that 
contains: 

- suggestions for presenting 
each activity. 


- ideas for extending each 
activity. 

- a list of resources. 

3. A full-color wall poster with 
tips for keeping anger under 
control and managing conflict. 

4. A teacher response card that 
allows you to comment on the 
program. Please return this 
card to ensure that you remain 
on our mailing list and receive 
future free educational 
programs. 

Implementing the 
Program 

Group Work 

The program is designed so that 
students work together on one 
portion of each activity (with the 
exception of Activity 3, which is a 
class activity) in groups of 5-6. You 
can have students remain in .the 
same group throughout the pro¬ 
gram or change groups for each 
activity. Each group will have a 
group leader and a recorder. 

These positions should change 
each time, with the recorder 
reporting the groups conclusions 
to the class. Group leaders need to 
keep the group focused and work¬ 
ing. The following rules should be 
established by the leader prior to 
any discussion. 

1. Members are allowed to pass if 
they feel uncomfortable with a 
specific topic. 

2. All members must contribute 
to the discussion. 

3. No putdowns are allowed. 

Pogtor 

The poster contains tips to help 
students learn to manage their 
anger and deal with conflict situa¬ 
tions effectively. Display it in an 
area where it is easily accessible to 
students. Encourage them to 
check the poster often, making the 
tips on it a part of their daily life. 
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Follow-Up 

Once you have completed this 
program with yovu class, encour¬ 
age students to continue practicing 
their newly acquired conflict 
management skills. Yotfcan 
facilitate this by setting aside time 
for follow-up discussions once or 
twice a month when students can 
review the conflicts around them, 
how the parties involved dealt with 
the conflicts and whether or not 
the outcomes were healthy. 

Activity One 

Conflict 
Around You 

Objective* 

• To generate student thinking 
about what conflict is and how 
it operates in their lives and in 
the larger society. 

• To help students understand 
that conflict and its outcome 
can be either healthy or 
unhealthy. 

Introduction 

A good way to introduce the 
activity is to brainstorm with the 
class on the meaning of conflict. 
Write the word conflict on the 
chalkboard and ask students to 
give you words that they associate 
with it. Then use the following 
series of questions to promote 
discussion. 

• Is conflict the same as vio¬ 
lence? Do we tend to think of 
conflict as something violent or 
unpleasant? Why do you think 
this is so? 

• Is there conflict in nature? 
Between humans and nature? 

• Even without words, how can 
we tell that a person is in a 
conflict situation? (body 
language, facial expressions) 

• Do you see any difference 
between conflict involving two 
nations and conflict involving 
two people? What is it? 


• What does a legislature such as 
the United States Congress 
have to do with conflict? 

After discussing the questions and 
reviewing the words that students 
had associated with conflict, you 
might want to write a class defini¬ 
tion of conflict. It should not be 
like a dictionary definition, but 
consist of statements they can 
associate with conflict. (E.g. 
“Conflict can involve individuals, 
groups or nations.” “Conflict is 
not the same as violence”) 

Distribute copies of Activity One. 
Encourage students to talk about 
each illustration, focusing on what 
makes the situation a conflict — 
perhaps even rating it on a scale of 
1-10, with 10 being the highest, to 
show the degree of the conflict. 

The football scene would be the 
lowest, the scene of two kids 
physically fighting the highest. 

As you discuss the illustrations, 
elicit from students that: 

• a football game (or other 
sport) is a form of conflict since 
you have two opposing teams, 
both wanting to win, but that 
this involves competition on 
the field, which is acceptable 
and healthy. 

• a courtroom scene represents 
the end result of a conflict —- 
between a criminal and the law 
or between two or more parties 
in a lawsuit. These cases 
usually involve peoples’ rights 
— either those of society (laws) 
or those of individuals (which 
encompass a large range, e.g. 
workers' rights, civil rights, 
slander, etc.). In these cases, 
the outcome is determined by a 
third party (court of law) rather 
than by individuals. 

• two kids physically fighting is 
the most obvious of conflicts. 

It represents a conflict that has 
gotten totally out of hand. 

Note: Some students will 
argue, with the approval of 
parents, that fighting is the best 


way to settle arguments. Be 
prepared to discuss this phe¬ 
nomenon with students, 
eliciting from them the 
unhealthy outcome from 
settling a disagreement in this 
manner. 

• a holdup represents a conflict 
of interest between the thief 
(who wants the victim’s proper¬ 
ty) and the victim (who wants 
to keep it). In most cases, for 
safety^ sake, it is best to let the 
thief win. 

• a parent/child argument is a 
common type of conflict, 
especially at this age, when 
students are trying to be more 
independent. Most students 
have firsthand experience with 
this type of conflict and will 
relate to it easily. 

• the traffic accident represents a 
conflict where tempers can 
flare, with aggressive behavior 
often exhibited. Discuss how 
this type of behavior can easily 
get out of hand. 

In Your Group 

Divide the class into groups of 5 or 
6 students, with a leader and 
recorder for each group. 
Completion of the charts can be 
assigned as homework, with group 
members deciding how they will 
complete the tasks. 

Go over the completed charts in 
class, asking each group to describe 
its findings. The process will help 
students develop a new awareness 
of how pervasive conflict is in 
people’s lives and that it is possible 
to develop skills for managing 
conflict more effectively. Use the 
chart reports to draw out key ideas 
— for example, every TV drama or 
comedy, every movie, and every 
novel or short story is built around 
at least one central conflict; in fact, 
without the conflict, there is no 
story. In the group reports, look 
for examples that will illustrate 
■froth healthy outcomes (people 
involved resolve conflict peacefully 
and fairly; growth in making good 
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decisions is evident, etc,) and 
unhealthy outcomes (conflict ends 
in violence, frustration and dissatis¬ 
faction are evident, etc.). 

On Your Own 

Ask volunteers to read their 
paragraphs to the class. Use the 
paragraphs and discussion to draw 
out generalizations, wherever 
possible rephrasing discoveries the 
students have made about conflict. 
Some possibilities are: 

• We can have inner conflicts, 
e.g., whether to watch our 
favorite TV show or study for a 
test. 

• Conflicts are about different 
beliefs or values — things we 
feel are important such as 
fairness, honesty, loyalty, 
respect and dependability. 

• When we make decisions, we 
are resolving conflicts over 
beliefs or values, e.g., making a 
decision about whether or not 
to go with a friend to a party 
where you know there will be 
drugs. 

• Conflicts and their outcomes 
can be either healthy or 
unhealthy You really don't 
want to go to the party and 
argue with your friend about it. 
If you say ‘ no" and don’t do it, 
that’s a healthy outcome. If 
you give in to pressure and go 
just because your friend is but 
resent going, that's unhealthy. 

• Violence is an extreme way of 
trying to resolve a conflict: 
most conflicts are resolved 
without violence. 

Extending the Activity 

1. Have students keep conflict 
journals for a few' days, noting 
the conflicts they experience 
and how they are resolved (or 
what the alternatives are if not 
resolved). Let each student 
decide whether or not to 
record the most insignificant 
episodes, such as what color 
sweater to wear or what to 
have for lunch. After 3 or 4 
days, ask them to report what 


they have learned about 
conflict by keeping the jour¬ 
nals. If the Tecord keeping has 
been conscientious, they are 
likely to be surprised at how 
many conflicts they experience 
every day. 

2. Challenge the class, working in 
groups, to explain why it would 
be important for each of the 
following to have an under¬ 
standing of conflict: team 
coach, politician, business 
person, teacher, lawyer, 
priest/minister/rabbi, environ¬ 
mentalist, civil rights leader, 
prison warden, marriage 
counselor, playground director, 
student. The responses will 
reinforce the idea of the perva¬ 
siveness of conflict and the 
importance of being able to 
deal with conflict situations in 
constructive ways. 

Activity Two 

How 

Conflicts Get 
Out of Hand 

Objectives 

• To educate students to the 
factors that cause some con¬ 
flicts to become more intense 
or to escalate toward violence. 

• To help students analyze 
conflicts in their daily lives.' 

Introduction 

The students’ work with Activity 
One will make it clear that conflict 
is something we encounter every 
day in many different ways and 
that most conflicts are easily 
resolved — we have no trouble 
making the decision that settles the 
matter. Introduce Activity Two by 
pointing out that no two conflicts 
are exactly alike. Most arguments 
are settled peacefully but now and 
then a dispute leads to a shouting 
match, often with hurtful state¬ 
ments being made, or someone 
throwing a punch, In this activity. 


the class will look at some of the 
factors that can cause a conflict to 
escalate to the point where it gets 
out of hand. 

Encourage students to give their 
opinions on how the factors includ¬ 
ed in the grid might influence the 
path a conflict takes. For example: 

• Stress plays a role in the follow¬ 
ing scenario in which Mary, an 
eighth grader, and her mom 
have a conflict about smoking. 
Mary's mom has been under a 
lot of stress at work. She comes 
home to find Mary’s jacket 
thrown over a chair. She picks 
it up grumbling about how 
Mary never picks up after 
herself, when a pack of 
cigarettes falls out of the pocket. 
Mary’s mom goes ballistic and 
accuses Mary of smoking, 
which she knows is wrong. 

Mary says the cigarettes belong 
to a friend, but her mom doesn’t 
believe her. More heated words 
are exchanged. Mary gets angry 
and storms out of the house. 
Invite students to discuss how 
stress might have caused this 
conflict to get out of hand. 

What other factors might have 
been involved? (pride, misun¬ 
derstanding, peer pressure) 
How might the conflict have 
been handled differently—by 
Mary? by her mom? Students 
might role play the scene from 
both perspectives —• with the 
mother under stress and in a 
more temperate frame of mind. 

In Your Qroup 

Have students work in their groups 
to analyze the conflict scenario. 
Students will recognize that, in this 
situation, a single factor may have 
led to fighting, or several factors 
may have been involved. Since we 
don’t know what is in the minds of 
the participants, we can only 
speculate about what led to their 
actions. Peer pressure may have 
helped push either one, or both, 
into fighting. We can also specu¬ 
late that Pat may have felt that self-" 
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respect was more important than 
appearing cowardly by compromis¬ 
ing or backing down. Misunder¬ 
standings or misperceptions may 
also have been involved. En¬ 
courage the groups to consider the 
problem from different 
perspectives. 

Once students have analyzed what 
caused the conflict to get out of 
hand, encourage them to dig 
deeper into the conflict to learn 
about underlying factors that may 
have influenced it. Some questions 
they might ask are: 

• Is Jamie usually a bully? Is this 
typical behavior for him? 

• Does Jamie usually show 
disrespect for others? 

• Have Jamie and Pat had an 
ongoing disagreement? 

• Is Pat sensitive about his size? 

• Has Pat been teased in the past 
about not standing up to 
someone like Jamie? 

Depending upon your class, at 
your discretion you might want to 
add some social factors that might 
add a different dimension to the 
conflict. 

• Jamie is a minority student; 

Pat is not. 

• Jamie and Pat are a girl¬ 
friend/boy-friend duo who 
have just broken up. 

• Jamie is a star on the football 
team: Pat is a quiet student. 

• Jamie is in a gang: Pat is not. 

On Your Own 

Stress to students that the impor¬ 
tant part of their journal entry is to 
get their feelings and observations 
down on paper, because writing 
helps us think more clearly about 
things. Inform students that their 
journal entries will remain private 
unless they want to share them: 
they will have to show them to you 
to prove that they made the entry, 
but even you will not read them 
unless given permission. 


Extending the Activity 

1, Role play the scenario from the 
activity sheet from different 
perspectives to help students 
see how hidden factors can 
influence the escalation of 
conflicts. Have two students 
act out the situation with Jamie 
being a classmate that Pat 
doesn't know very well or like 
very much. Then act it out 
again, this time with Jamie 
being Patfc friend, How might 
the conflict be different? 

2. Social scientists refer to a 
“conflict spiral”—a conflict 
that escalates or spirals toward 
violence as each side responds 
to the actions of the other. 

Have students select a conflict 
from a book, history, news 
story, film, etc. and diagram a 
spiral to show how each partici¬ 
pant’s response added to the 
escalation of the conflict. 

Activity Three 

Reacting to 
Conflict 

Objective* 

• To help students learn and 
practice methods of controlling 
anger and managing conflict 
situations. 

• To help students recognize that 
fighting and other forms of 
violence usually make conflict 
situations worse. 

Introduction 

Before you begin this activity, 
review the main points that 
emerged from Activities One and 
Two — all conflicts have certain 
things in common and there are a 
number of factors that can lead to 
conflict getting out of hand. 

Note; Activities Three and Four 
can be interchanged. You might 
want to present students with tips. 
for managing conflict (Activity 
Four and Poster) before you do 
this activity. 




Prior to passing out the worksheet, 
pair off students to work on specif¬ 
ic role plays and establish role-play 
rules. 

• Each role play must stop short 
of erupting into violence. 

• The object of the role play is to 
manage the situation so that it 
does not get out of hand and to 
resolve it in a healthy way. 

• Individual pairs will determine 
who plays which character and 
who works to control the 
conflict. 

Invite a few pairs to role play their 
conflict situations for the class. 

The class can then analyze what 
each character did to defuse the 
conflict and whether or not the 
outcome was healthy. Encourage 
students to suggest other methods 
that might have been used to reach 
the same conclusion. 

Once again, depending upon the 
configuration of your class and at 
your discretion, you might try 
overlaying some of these role plays 
with social factors that might alter 
the reactions of the characters due 
to stereotyping, lack of knowledge, 
emotional influences of personal 
relationships, etc. 

Extending the Activity 

1. Encourage students to observe 
the conflicts they see around 
them — in school, at home, in 
the community, in the news or 
in TV programming. Students 
can report their observations to 
the class for discussion. They 
should include in their reports 
the nature of the conflicts, how 
they got out of hand, how the 
conflicts could have been 
handled in a more positive 
manner and whether social 
issues may have contributed to 
the conflict. 

2. Interested students might look 
into the possibility of develop- 

*' ing a conflict resolution pro¬ 
gram within the school. With 
the permission of school 
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administrators, they could 
research the mediation pro¬ 
grams that are becoming 
increasingly popular. Two 
sources of information and 
materials are: 

The National Association for 
Mediation in Education 
425 Amity Street 
Amherst, MA 01002 

The National Institute for 
Dispute Resolution 
1901L Street NW, Suite 600 
Washington, D.C. 20036 

Keep in mind that these pro¬ 
grams involve a good deal of 
preparation and training. 

Activity Four 

Managing 

Conflict 

Objective 

• To strengthen students’ sense 
of empowerment to resolve 
their conflicts in nonviolent 
and effective ways. 
Introduction 

Initiate a discussion with students 
about managing conflict. You 
might begin by telling them that we 
are all creatures of habit and tend 
to react the same way to conflict 
situations because we are used to 
reacting that way. Invite students 
to share how they usually react — 
argue, walk away, keep quiet, fight. 

Inform students that there are 
several ways to deal with conflict in 
a positive way. People have tried 
all these methods and have found 
them to work. Then pass out the 
activity sheets and discuss the tips 
for managing conflict with stu¬ 
dents, eliciting from them exam¬ 
ples of when they might have seen 
these methods at work. 


In Your Group 

As groups review the conflict 
situations presented, they should 
determine (1) what led to the 
escalation of the conflict; (2) which 
tips for controlling anger and 
managing conflict were used, or 
could have been used; (3) how the 
conflict was resolved, or could 
have been resolved. Conclude by 
reviewing with the class the basic 
points that have emerged from the 
four activities. Invite discussion of 
ways in which the students’ grow¬ 
ing understanding of conflict and 
conflict resolution can help them in 
their personal decision-making and 
in improving conflict situations 
within the school. 

Extending the Activity 

1. Encourage each group to 
develop a scene that reflects a 
conflict situation within the 
school or the community. They 
can use the “big game” sce¬ 
nario as a model of what 
elements to incorporate. If 
some students feel more 
comfortable using that ficti¬ 
tious scene, this should be 
permitted. 

2. View a film or TV drama (or 
comedy) that does not depend 
on a violent settlement to 
analyze the methods used to 
resolve the central conflict and 
any secondary conflicts that 
occur. 

Reeourcee tor Teachers 

M. O. Baker, What Would You 
Do?(Midwe$t Publications, 1989). 
Reproducible activities involving 
hypothetical moral conflicts. 

Tug of War: Strategies for Conflict 
Resolution (NY: Human Relations 
Media, 1991). VHS videocassette 
and guide. 

Barbara Sprague Newsam, 
Complete Student Assistance 
Program Handbook (Center for 
Applied Research in Education, . 
1992). 


B. Johnson, ed., Dealing with 
Social Problems in the Classroom 
(Dubuque, Iowa: Kendall/Hunt 
Publishing Company, 1982). 

U.S. Department of Health, 
Education & Welfare, Violent 
Schools—Safe Schools: The Safe 
School Study Report to Congress 
(Eric Document Reproduction 
Service, Number ED 149,464, 
1979). 

E.L Feindler & R.B. Ecton, 
Adolescent Anger Control (NY: 
Pergammon Press, 1986). 
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Activity One 

Conflict Around You 

Conflict is a part of life. It’s all around you and takes many forms, from a war between two nations to a quarrel 
between two friends. Look at the pictures below. Which ones are pictures of conflict? Be ready to give reasons for 


When you need to deal with conflict, it helps to know how conflict works. Use the six questions listed here to start 
thinking about conflict. How would you answer these questions for each conflict shown above? 

1. Who Is Involved? 4. How Is the conflict expressed (arguing, shoving, lists, weapons)? 

2. What Is the conflict about? 5. what are the choices for settling It? 

3. How do you know It Is going on? 6. Is the outcome likely to be healthy or unhealthy? 

In Your Group 

Group Leader: Get your group together. Find an example of conflict for each of the categories listed in the chart 
below. Then answer the six questions for each conflict. 

Recorder: Write your group s answers to each question below on the back of this sheet. Report your group's 
findings to the class. Share things you learned about conflicts that you hadn’t thought about before. 


News hem TV Drama Novel or 

Example of Conflict in (TV/newspa/tcr) or Comedy Short Story 


1. Who is involved? 


2. What Is It about? 


3. How do you know ft’s a conflict? 

U1 

(-* 

tn 

4. How is it expressed? 

<S> 

S. What are the choices for settling It? 

cn 

S> 

w 

6. Is the outcome Hcehr to 

be healthy or unhealthy? Why? 

CO 



vour answers. 




Automobile Accident 


On Your Own 

Write a paragraph about a conflict you've seen or been involved in. It can be a fight, an argument or an inner 
conflict. It can involve yourself, a friend or classmate, your parents, a brother or sister, anyone. Try to answer all six 
questions. Share your example with the class and compare your conflicts. 

© 1994 Lifetime Learning Systems. Inc. 
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Activity T^vo 

What Causes Conflicts 
To Get Out of Hand 


You know that anger can cause a conflict to get out of hand. You can see the anger in a fist fight or hear it in a 
shouting match. But other things are involved, too — things you can’t easily see. Look at the words in the grid here. 
Discuss with the class how each one might cause a conflict to get out of hand. 


prejudice 

frustration 

betrayal 

loyalty 

stress 

hopelessness 

peer pressure 

pride 

misunderstanding 

disappointment 

ignorance 

fear , 

embarrassment 

meanness 

jealousy 

disrespect 


In Your Group 

Group Leader: Read the following story to your group: 

Jamie joins his friends, who are standing in front of Pat in the 
lunch line. Pat complains to Jamie about cutting in. Jamie acts 
tough and says, “So, what are you going to do about it?” They 
argue back and forth. Then Jamie gives Pat a shove. Pat shoves 
back. Some of the other kids in line begin to urge them on. Pat, 
who is a lot smaller, begins to get really angry. Jamie Just laughs. 
Pat throws a hard punch and the fight is on — until a teacher steps 
' in. 


Discuss in your group what might have caused this conflict to get out of hand. Which of the above words can you 
apply to this situation? How might they affect the actions of each character? 


Recorder: Record the group findings. List the things that caused the conflict to get out of hand and how these 
things could have affected the characters’ reactions. Report the group’s findings to the class. 

On Your Own 

Think about a conflict that you have been involved in. Write a journal entry about it — including what caused it, 
how it got out of hand and how your actions contributed to it escalating. Fdcus on the emotions you were feeling at 
the time. 

© 1W4 Lifetime Learning Systems. Inc, 
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Activity Three 

Reacting to Conflict 

AU of us experience conflict in our lives. But we usually don’t take time to analyze it to see how and why we reacted 
the way we did. The scripts here will give you a chance to explore different ways people react to conflict, helping 
you to better understand your own reactions to it. 

Pair up with a classmate to role play one of the conflicts described here. You will need to work in pairs. First, play 
out the situation to show how things could get totally out of hand. Then replay the situation twice, letting each 
character take a turn trying to defuse the conflict. Before beginning, decide which character will try to defuse the 
situation. Write down as many ways of reacting as you can think of that would help settle the conflict. Then role 
play the situation again — this time with the other character trying to resolve the conflict. Use the back of this sheet 
if you need more space. 





Characters: Parent and 14-year-old child, Jackie 
Setting: Home 

Jackie comes into the house just before dinnertime, 
dragging a bookpack. 

Parent: “Where have you been?" 

Jackie: “Out." 

Parent: “What do you mean, 'out'? 

Do you realize what time it is?" 

Ways Jackie can react: 


Characters: Students, Nicki and Kim 

Setting: School 

Kim is at a friend's locker talking to a group of kids. 

Nicki walks up to talk to Kim. 

Nlckl: "l hear you've been telling lies about me." 

Kim: “Who told you that?" 

Nlckl: . “So, it’s true!" > 

Ways Kim can react: 



Ways Parent can react: 

Ways Nicki can react: 








Characters: Siblings, Lu and Bobbie 

Setting: Home 

Lu comes racing into the family room. Bobbi is watching 
a video. 

Lu: ' “How long are you going to be?" 

Bobbi: “A while. 1 just started watching this movie." 

Lu: “But my show is coming on in five minutes." 

Ways Bobbi can react: 

Characters: Classmates, Jody and Andl 

Setting: School 

Before classes began, Jody hung a poster asking for votes 

In a prime spot in the cafeteria. At lunch time, it had 
been replaced with Andi's poster. Jody goes over to 

Andi’s table. 

Jody: “Andi, why is your poster there? 

What happened to mine?" 

Andl: “1 changed them. Yours is over there.” 

Jody: * 1 had mine there first, ” 

Ways Andi can react: 

U1 
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Ways Lu can react: 
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Ways jpdy can react: „ & 
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Activity Four 



Managing conflict is a skill—and it takes practice. Listed here are some tips that will help you to manage any 
conflict situation you find yourself in. They have been tried — and they work! 

1 . ffotpoocf. ‘ 

Wm you frt ‘foC tnd the technique that works b**t lor you to coot down—oount to tan, 

•big, taka a walk, do *om* shadow boxbtg,atc. 

2. Talk It over. 

Listen to the other person's point of view. 

3. Focm on the protthm-—not the person or group. 

Make miw you kmw what the oonfllct la about Deal with that 

4. Look for a compromise. 

What will satisfy both sides? 

5. Know when to walk away. 

H others are about to fight, keep out of It Don't make things worse. 

6. Boa leader. 

When tempers are high, urge others to chill out. 

7. Be a Mend . •' 

If a Mend is about to fight, get him/her out of there. 

8. Work with other*. 

Encourage your friends and classmates to really work at stopping conflict from getting out of hand. 

9 . Be rmponafbb' 

n aoonntot is gening out of nanOr report ft so someone wno can neg 1 - 

10. Practice real courage, 

_ Have the courage to try to work It out. Remember that fighting only makos things worse. _ 

In Your Group 

Group Leader: Get your group together to review the ten tips for managing conflict situations. Then, as a group, 
discuss the conflict situations presented here. Which tips would the group recommend for managing each conflict? 
Why those specific tips? Would others work as well? Why or why not? 

Recorder: Record the tips recommended by the group for managing each conflict, along with the reasons why they 
were chosen. Report the findings to the class. 


CONFLICT! 


On the day of the big game, the gym was packed with 
students from rival schools Central and Tech. It was a 
fast-paced, exciting game, with the lead bouncing back 
and forth. Tech won by one point, a foul shot made within 
fifteen seconds of the end of the game. After the game, 
Sandy and Lee, who were students at Central, were 
badmouthing the player who had made the winning shot. 
Kim and Lauren, who were students at Tech, overheard 
Sandy and Lee. They made a snide remark about a 
Central team player. Kim and Lauren answered back. 

The argument continued. Pretty soon, other kids from 
both schools began getting involved. Lae gave Kim a 
push and Lauren took a swipe at Sandy. Then the 
situation got realty out of hand —a fight that took the 
security guards twenty minutes to settle down. 
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CONFLICT II 


Susan and Maria, two good friends, are on their way to 
the mall. Susan tells Maria that she told a group of kids 
from school that they would meet them there. Maria is 
upset because she thinks those kids get into too much 
trouble. Susan disagrees and argues that they are the 
"in crowd" and they will be lucky to join them. Maria still 
isn't happy, but goes along. 

At die mall, the group dares Susan and Maria to "lift" a 
bottle of perfume from the cosmetic department. Susan 
takes the dare and heads for the cosmetic department. 
Maria grabs her and tries to physically stop her. Susan m 
gets realty angry and shoves Maria away £ 
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Ways to Manage Conflict 

If you know how to manage conflict and 
remember to keep your temper under 
control, you can find ways to keep conflict 
situations from getting out of hand. 

1 • Keep Cool 


r j 

2 • Talk It Over 
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3 • Focus on the Problem 
— not the person or group 

4 • Look for a Compromise 

* 

■ i 

5 • Know When to Walk Away 
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6 • Be a Leader 


7 • Be a Friend 


8 • Work With Others 

9£09 £091S 
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9 • Be Responsible 
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Educational program to help students: 

■ learn about peer pressure and peer influences. 

■ make the best decisions for themselves. 
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ALTERNATIVES 

CONSEQUENCES 

DECISION 


REFLECTION 


Dear Educator: 

Young people entering the early years of adolescence today face a myriad of 
choices — choices that can affect the rest of their lives and choices that 
most are ill-prepared to make. Unable or unwilling to turn to parents for 
guidance, they are increasingly susceptible to the pressures and influences of 
peers who are equally uninformed about life’s challenges and questions. 

Recent research in adolescent behavior and development shows that one of 
the most important contributions educators can make to young people is to 
help them develop their capacities as decision-makers. According to 
Dr. Richard P. Keeling, a leading specialist in the field of adolescent health, 
young people who are most at risk are those most lacking in the capacity to 
make decisions. He warns that "levels of self-esteem and self-determination 
— the ability to make decisions based on an internal, personal framework of 
values — among our teenagers are dangerously low.” 

This study guide is part of the RIGHT DECISIONS, RIGHT NOW program 
which is designed to help students develop the capacity to make decisions — 
the decisions that are right for them. The program is funded by the 
R.J. Reynolds Tobacco Company, which firmly believes that children should 
not smoke. Developed for use with students in grades 6-9, the activities in 
this program help students look at some of the decisions they might face this 
coming year. They will examine the factors that influence decisions, learn 
skills that help them make decisions and, finally, make some personal deci¬ 
sions for the coming year. 

We encourage you to share this exciting program with your colleagues. 
Although the materials are copyrighted, you have permission to make as 
many copies as you need for educational purposes. 

Please take a moment to complete and return the enclosed response 
card. Your comments help us to create programs that continue 
to meet your needs. Returning this card also ensures your 
continued receipt of free educational programs. 




Start the year off right for both you and your stu¬ 
dents by sharing this program with them and 
watching them grow in confidence as they learn 
to make the right decisions, right now. 


Sincerely, 




Dr. Dominic Kinsley 
Editor in Chief 


LIFETIME LEARNING SYSTEMS, INC. 

...an Experience in Dynamic Education 

78 Sanford St. Fairfield, CT06430 (203)289-5257 
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‘INTRODUCTION 

RIGHT DECISIONS, RIGHT NOW 

offers suggestions and materials to 
help students acquire better decision¬ 
making skills. The program is based 
on the following premises: 

■ All students can develop sound 
skills as decision-makers. 

■ Schools can help students devel¬ 
op these skills by providing as 
many guided experiences in deci¬ 
sion-making as possible. 

■ As students gain greater mastery 
of decision-making, they will 
become better able to resist the 
negative influence of peers. 

In order to become better decision- 
makers. students must first come to 
grips with the outside forces that can 
lead them to make choices they will 
later regret. The most obvious force 
is peer pressure. Adolescents worry 
that they may be taunted or teased 
into doing something they don’t want 
to do or that they know is wrong. (Ex. 
“My friends smoke. They are pushing 
me to start, I don’t want to be differ¬ 
ent, so I think I’ll do it.") 

Students also need to understand the 
more subtle force of peer Influence. 
Young people who engage in risk 
behaviors often do so because they 
assume this is something they have to 
do in order to be accepted, to be 
liked or to have and maintain friend¬ 
ships. No overt pressure is applied; 
instead, the individual creates an 
internal pressure out of the desire to 
fit in. (Ex. "The cool kids in school 
smoke. I want to be cool. too. I think 
I’ll start smoking, so I can be like 
them.") 

RIGHT DECISIONS, RIGHT NOW is 

designed to help students become 
more awa're of peer influence and 
how to prevent it from dictating their 
decisions. The activities in this kit are 
designed to take students step-by- 
step through the decision-making 


process. With guidance and practice, 
they wilt become more adept at iden¬ 
tifying conflict, stating goals, analyz¬ 
ing alternatives by considering conse¬ 
quences and evaluating the influence 
of peers, parents or other adult family 
members and the media. 

INTENDED AUDIENCE 

This program has been designed to 
be used with students in grades 6-9 
in social studies or health classes. It 
is important to reach students in 
these grades as they are entering 
adolescence and are beginning to 
make decisions that can have pro¬ 
longed effects on their lives. The 
activities will help students develop 
strong decision-making skills so they 
are able to make the right decisions 
for themselves — regardless of out¬ 
side pressures and influences. 

ODJECTIVES 

RIGHT DECISIONS, RIGHT NOW is 

designed to help students: 

■ understand the distinction 
between peer pressure and peer 
influence. 

■ recognize ways in which both 
peer pressure and peer influence 
can affect the decisions they 
make. 

■ discuss shared concerns about 
decisions they may face during 
the coming year. 

■ analyze the mental steps involved 
in making a decision, and apply 
those steps to important per¬ 
sonal decisions. 

■ consider the consequences or 
possible alternatives in making 
any decision. 

■ recognize that even the best deci¬ 
sions may have some negative 
outcomes. 

■ establish specific and important 
decisions (goals) for the coming 
year. 

I evaluate ways to utilize positive 
influence as well as ways to han¬ 


dle negative influences that might 
affect the achievement of personal 
goats. 

■ gain confidence in their ability to 
make the best decisions for their 
lives now and in the future. 

PROGRAM 

COMPONENTS 

This program contains the following 
components: 

1. Four activity masters to reproduce 
as individual worksheets for 
students. 

2. This teacher’s guide which 
contains: 

■ A statement of program 
objectives. 

■ Background information. 

■ Suggestions for presenting 
each activity. 

■ Ideas for extending each 
activity. 

■ A list of resources. 

3. A poster that encourages students 
to think about the decisions hey 
will need to make this year. 

4. A teacher response card that 
allows you to comment on the 
program. Return this card to 
ensure that you remain on our 
mailing list and receive future free 
educational programs. 

USING THE PROGRAM 
COMPONENTS 

Poster 

Display the poster in a prominent 
place in your classroom. You can use 
it as an introduction to the program 
and as a reminder to students of the 
questions they should ask themselves 
when faced with important, tough 
decisions. Tell students that making 
the right decision involves skill and 
practice, As you discuss the poster, 
help students realize that the steps to 
making a decision illustrated on it will 
help them gain the skills they need to 
make a decision. The practice will 
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come with applying these questions 
to the tough decision-making situa¬ 
tions they will face ail year. 

ACTIVITY 

A YEAH OF 
DECISIONS 

Introduce the activity by spending a 
few minutes talking in general terms 
about situations the students feel 
they might face in the coming year, 
especially those that will require them 
to make difficult decisions. Ask if any¬ 
one is concerned about the pressures 
and temptations that iie ahead. Do 
they feel uneasy about being pres¬ 
sured into doing something they know 
is wrong? After some initial hesita¬ 
tion, the students will begin to talk 
about some of the anxieties and 
uncertainties they feel. 

Let the students know that the activi¬ 
ties they will be working on represent 
an opportunity to think about and dis¬ 
cuss some of the issues and questions 
that concern them most. Make it 
clear that they are not in a test situa¬ 
tion and that you are not looking for 
right or wrong answers. Use whatev¬ 
er techniques work best for you to 
help the students feel comfortable 
and willing to address these matters 
in an honest and serious way. 

As you distribute copies of Activity 
One, explain that it is designed to 
start them thinking about the kinds of 
decisions they might face during the 
coming year. 

Parti 

Instruct students to complete only the 
first part of the activity, thinking 
about ea'ch situation and answering 
honestly. They should check the box 
that identifies how they “feel" rather 
than what they think should be the 
answer. This exercise will help them 
better understand themselves, a first 
step in learning how to handle difficult 
decisions. 


Peer Pressure/Peer 
Influence 

Before completing Part II of the activi¬ 
ty, introduce the concepts of peer 
pressure and peer Influence. First 
ask volunteers to give a definition and 
one or two examples of peer pres¬ 
sure. Teasing, cajoling and challeng¬ 
ing are the key factors. Most stu¬ 
dents are familiar with these methods 
of pressure. Point out that peer pres¬ 
sure is not always verbal. Dropping 
someone from a friendship or group, 
for example, can produce a strong 
feeling of pressure. 

To help the class understand peer 
influence, ask about their tastes in 
such areas as music, clothing styles, 
hair styles, things to do for fun, etc. 
How did they develop these particular 
tastes? Point out that these choices 
are rarely the product of peer pres¬ 
sure. Instead, we are all influenced 
by peers. We talk, dress, act and do 
things according to the standards of 
our group of friends. 

As you talk about peer influence, 
share the following information with 
students: 

■ Both peer pressure and peer 
influence can be either positive or 
negative forces in our lives. 

■ Conforming to group standards is. 
perfectly healthy and normal — 
for adults as well as teens. A 
business executive is not likely to 
wear shorts and a sweatshirt in 
an office; this would set the per¬ 
son off as someone strange or 
different. 

■ It’s helpful to think of peer influ¬ 
ence as pressure we put on our¬ 
selves. We want to be accepted, 
to fit in. to be liked, so we act in 
ways that wifi ensure this, some¬ 
times even when it means doing 
something we feel we shouldn't. 

Once students understand the differ¬ 
ence between peer pressure and peer 
influence, have them look at the situa¬ 


tions in Part I again, identifying which 
ones involve peer pressure and which 
show peer influence, Situation 3. 
stealing the cassette; situation 4. 
going to an unchaperoned party; situ¬ 
ation 6. the friend trying pot; and sit¬ 
uation 7, friends smoking, represent 
situations in which there is overt pres¬ 
sure, In the other situations, peer 
influence is operating. The decision 
maker is motivated by the desire to 
be accepted or not to be isolated, 

Partll 

Before students begin Part II of the 
activity, encourage them to look at 
their responses to Part I and decide 
whether their decisions are more 
affected by peer pressure or peer 
influence. When they have completed 
Part II, encourage them to talk about 
the situations they described and the 
kinds of pressures and influences that 
might be involved. Students are likely 
to notice that they worry less about 
peer pressure than they do aboutTos- 
ing friends if they don’t go along with 
what the friends want to do. 

Emphasize that the fear of losing 
friends or not fitting in is a serious 
matter and one that the class will 
address in the next activities. At this 
point, simply learning that others 
share the same uncertainties may 
provide an important feeling of relief. 

Extending the Activity 

1. Divide the class into four or five 
groups. Have each group brain¬ 
storm ways in which peer pres¬ 
sure and peer influence can be 
positive forces. For example, 
how can their own actions serve 
as a positive model for their 
peers and for younger students 
both in terms of what they do 
and what they avoid doing. 

2. Apply the concepts of peer pres¬ 
sure and peer influence to larger 
social issues. How, for example, 
can these have either a positive 
or negative impact on the envi- 
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ronment of the school or the 
community? Identify acceptable 
ways of behaving in terms of lit¬ 
tering, recycling or acting to 
improve the appearance of 
one's surroundings. Then plan 
ways to use positive peer pres¬ 
sure and peer influence to 
incorporate these behaviors as 
acceptable ways of acting. 

ACTIVITY 

PLAY IT 
OUT 

Introduce the activity by dividing the 
class into four or five groups. 

Explain to students that they are 
going to have a chance to observe 
decision-making in action, Pass out 
copies of the activity sheet and have 
each group develop its own skit, fol¬ 
lowing the instructions. While it's 
desirable to have each group work 
with a different decision topic, it is 
more important that the students 
feel the topic is important and 
meaningful to them — even if all 
groups end up with the same topic. 

Parti 

Be available to answer questions or 
assist groups that may need help. 
Allow at least 15 minutes for the 
groups to meet and plan their 
scenes The actual role play for 
each group should last a maximum 
often minutes. The role play can be 
entirely ad-lib. with each student 
playing the assigned part as he or 
she perceives it. However, some 
groups may want to develop more 
elaoorate plans with a written dia¬ 
logue. Either approach will work. 

As skits are performed, you might 
want to act as director to keep the 
scenes focused and moving. During 
performances, you’ll find that some 
“actors" may find that the chemistry 



of conflicting opinions and values 
leads them to say things they hadn't 
intended and even to change their 
position on an issue. Try to bring 
out these instances in your follow-up 
discussion. 

Part II 

Make additional copies of the activi¬ 
ty sheet so that students can fill out 
a separate response form for each 
skit. Use these responses as the 
basis for discussion, It's important 
to debrief each skit as it is complet¬ 
ed. Also, in discussing the response 
forms, be sure that the student 
actors receive some positive rein¬ 
forcement for their efforts. 

After all skits have been presented 
and discussed, use the following 
questions for wrap up: 

1. To what extent do you think 
the decisions were affected by 
(a) peer pressure, (b) peer 
influence? 

2. Was there evidence that either 
peer pressure or peer influence 
can be positive? For example, 
did Sandy or other friends try to 
push or persuade Chris to make 
the decision that was best for 
him/her? 

3. Who had the greatest influence 
on the decision? 

4. If this had been your decision to 
make, do you think you would 
be influenced more by your par¬ 
ents, an adult family member, 
your best friend or other friends 
and acquaintances? [Answers 
to this last question may be 
quite varied, Younger students 
tend to feel that the influence of 
parents is strongest, but this 
feeling changes for older stu¬ 
dents who are more influenced 
by friends.) 


Extending the Activity 

1. Positive peer influence has been 
a valuable component of several 
drug abuse prevention pro¬ 
grams. You might want to rein¬ 
force this factor by having stu¬ 
dents polish skits that empha¬ 
size positive peer pressure and 
influence and perform them 
again for a school assembly or 
for younger students, 

2. Encourage students to watch 
their favorite television sit-com 
or drama to look for examples 
of how the pressure or influence 
of peers can affect important 
decisions. As students report 
on these shows, discuss the 
extent to which such television 
presentations adequately reflect 
the realities of life. 


ACTIVITY 

THOSE 
IMPORTANT 
DECISIONS 

To introduce the activity, you might 
want to develop a hypothetical situ¬ 
ation to keep the discussion of deci¬ 
sion-making from becoming too 
abstract. Either invent your own 
case or use the example of Kim, a 
9th grade student, who has to 
decide whether to study for a diffi¬ 
cult test or to go to a movie with 
friends. 




51604 6052 









Parti 

Using your hypothetical case, go 
over each of the decision-making 
steps, emphasizing the following 
points to students. 

]. The actual decision-making 
process is not quite as neat or 
simple as the steps outlined. In 
thinking about a decision, Kim 
might jump around from conse¬ 
quences to objectives to goals 
and then back to consequences. 
In addition, in real life, the 
whole process is often short¬ 
ened by making a sudden deci¬ 
sion on impulse or out of habit. 
However, when faced with an 
important decision, it helps to 
go through each of these steps. 

2. Making a decision involves both 
factual information and values 
— the things the decision-maker 
considers most important. Kim, 
for example, has to know the 
factors that affect the decision 
and the consequences of the 
decision. What is Kim’s present 
grade in the subject? What 
affect will the test have on the 
grade? Values are also centra! 
to the whole process, such as 
the kinds of rewards that are 
most important to Kim. What 
will provide the greatest imme¬ 
diate satisfaction? Does one 
activity have more value for 
future applications, such as col¬ 
lege admission? 

3. Even when we choose the alter¬ 
native that seems best, there is 
likely to be at least one negative 
consequence. In our example, 
Kim may select a movie because 
being with friends is the most 
important thing. A low grade on 
the test may be the negative 
consequence, Use this idea to 
make the point that gaining skill 
in decision-making also means 
learning to accept all the conse¬ 
quences of a decision. 

A. Pressures and influences from 
friends can also affect the out¬ 
come of a decision. For 


instance, the pressure of friends 
to go to a movie may affect the 
final decision even though Kim 
knows the extra study time 
would make an important differ¬ 
ence in the final grade. 

Part II 

Allow students as much time as they 
need to complete the decision-mak¬ 
ing chart. Encourage them to think 
through every step of the process, 
using the back of the sheet if they 
need more space. 

Some students may be reluctant to 
share with the class a decision 
involving a family matter or some 
other deeply personal topic. While 
it is important to maintain an atmos¬ 
phere of free and candid discussion, 
privacy must also be respected, 

Use judgment in addressing sensi¬ 
tive issues. 

In discussing the completed charts, 
ask such questions as: 

1. How were your personal values 
involved — the things you con¬ 
sider most important, including 
how you feel about yourself? 

2. Did you find conflict between 
values? (Ex. being loyal to a 
friend vs the value of honesty.) 

3. In what ways do you think peer 
influence might affect your 
decision? 

A. What can you do so that neither 
peer pressure nor peer influ¬ 
ence leads to a wrong decision? 
5, How might you use peer pres¬ 
sure or influence to help you 
make the right decision? 

In discussing the last question, help 
students see that thinking through 
the decision-making steps, especial¬ 
ly weighing the consequences, can 
help. It would also be useful to 
spend a few minutes talking about 
how members of the class can help 
each other make the best decisions. 


Extending the Activity 

1. The experience of keeping logs 
will make students aware of 
how decision-making pervades 
their lives. Have students keep 
daily “decision logs’’ for one 
week, recording decisions 
made, how choices were made 
and what peer pressures or 
influences were involved. The 
decision topics do not need to 
be life-shaping matters but 
rather everyday occurrences. 
(Ex. whether to buy a new tape 
or save the money; whether to 
finish homework or watch TV; 
whether to buy a new outfit or 
save the money for vacation.) 

2. Interviewing parents or other 
adult family members can help 
open communication between 
students and families concern¬ 
ing the making of decisions. 
Students can ask older family 
members about important deci¬ 
sions they had to make in their 
lives, including the factors that 
influenced the final decision. 

ACTIVITY 

REACH 
FOR IT 

Introduce this activity by reviewing 
the decision-making process and the 
generalizations that have emerged 
about peer pressure and peer influ¬ 
ence. Then tell the students that 
they will have a chance to apply 
what they’ve learned to decisions of 
their own for the coming year. 

Initiate a discussion about goals the 
students might like to set for the 
coming year. Be sure students 
understand that these goals can be 
either something they would like to 
achieve or something they would 
like to avoid. Give examples for 
each, based on your knowledge of 
what is of greatest importance to 
the members of this particular class. 
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(Ex. doing well in school, avoiding the 
use of drugs, volunteering time to 
work with younger students, etc.) 

Parti 

Distribute the activity sheets and 
allow time for students to list their 
goals. Remind them that the goals 
should be important to them. 
Encourage them to be realistic and to 
make the goals as specific as 
possible. 

PartU 

Although the analysis sheet looks sim¬ 
ple. it requires serious thought and 
imagination. Each student must try to 
imagine exactly what a best friend, 
other friends and parents or adult 
family members will do or say or 
expect that might affect this decision. 
They should also consider outside 
influences. Frequently, this act of 
reflecting or imagining is an eye-open¬ 
ing experience because it helps stu¬ 
dents think through the consequences 
of any choice. 

When everyone has completed the 
analysis sheet, use the following ideas 
to guide discussion: 

1. Some students are likely to find 
that friends, even a best friend, 
might be a negative influence. 

Ask the class if this means that 
the fear of losing a friend or not 
being accepted may lead them to 
do something they don't want to 
do. How can they overcome this 
anxiety about going against 
friends’ Help students conclude 
that true friends will not press 
them to do something both par¬ 
ties think is wrong. Also, help 
students realize that doing what’s 
best for one's own life and future 
is more important than going 
along with something friends are 
doing. 

2. Some students will find that a 
parent or some other adult pro¬ 
vides a strong influence as a role 
model. Encourage them to talk 
about this kind of positive influ¬ 


ence and how it can help them 
overcome self-doubt or other 
pressures. 

3. In some areas of behavior, there 
is often a powerful connection 
between media images and peer 
influence. The connection is 
worth exploring. Many young 
people get their ideas of what is 
neat or cool from the media, 
especially television and film. 

(Ex. violence such as fights or 
reckless car rides.) Discuss how 
these media messages influence 
actions. 

Extending the Activity 

1. Literature can provide your stu¬ 
dents with valuable insights into 
growing up, setting goals and 
making life-shaping personal 
decisions. Biographies and auto¬ 
biographies are particularly use¬ 
ful in creating models of the 
moral courage needed to make 
difficult decisions or to overcome 
negative influences. 

2. I nitiate a discussion about a goal 
to get in good physical shape, a 
decision that is made by many 
students in this age group. Focus 
on reasons why a person might 
make this decision — peer pres¬ 
sure (teasing about weight, the 
way one looks in clothes, going 
out for sports, etc.); peer influ¬ 
ence (others think I'm fat or out 
of shape, all the popular kids are 
slim, etc.). Also talk about the 
choices and consequences that 
are pertinent to this decision. 

(Ex. diet, exercise, feel better, 
look better, more energy, anorex¬ 
ia, bulimia, use of drugs such as 
steroids or speed.) 
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^ACTIVITY 


A YEAR OF DECISIONS 



You 'll be making many decisions this year. Some of them will be 
easy. But others will be more difficult. You may find that peer pressures 
and influences get In the way, affecting your ability to make the decision that Is best for you. 


Parti 


The situations below reflect some of the pressures and influences you might encounter. Read 
about each one. Mark the box that shows how you feel about the decision. 


1. All the popular kids in school drink. You want to belong, 
but you refuse to start drinking just to be accepted. 

2 . You are at a party where a lot of kids are using cocaine. 

You 're not into that stuff, so you leave. 

3 . You’re at a mall with two friends. They challenge you to 
shoplift a cassette. When you resist, they tease you, so 
you steal a cassette to shut them up. 

4 . A friend is throwing a party while his parents are out. 

All your friends are going. You know your parents will 
object. Your friend argues that what they don‘t know, 
won ‘t hurt them. You opt not to go to the party. 

5 . You want to fit into a group of kids, most of whom smoke. 
You think about starting so they'll accept you. 

6. Your best friend is trying pot and gets angry when you 

won '( try, too. You don’t want to lose a friend, so you join in 

7. You meet some of your friends after school. They "re all 
smoking. One of them offers you a cigarette. 

You don't want one. but they're all watching, so you take it. 


Strongly Somewhat Somewhat Strongly 

Agree Agree Qisagree Disagree 

□ □ □ □ 

□ □ □ □ 


□ □ ■ □ □ 


□ 

□ 

□ 


□ 

□ 

□ 


□ 

□ 

□ 


□ 

□ 

□ 


□ □ □ □ 

Part II 

Think about the decisions that needed to be made in the above situations. Choose two decisions 
that you think you might face this year. List them. Then think about a situation in which you 
might face one of them. Describe the situation and list the pressures and/or influences that 

might affect your decision. 

Decisions 

1 _ 





will probably be influenced by a variety of factors. The important thing is to 

make decisions that are right for you. 


Parti 

Analyzing situations can help you see them more dearly and help you better understand all the 
factors that might influence decisions. Give it a try, and see what you learn. Divide into small 
groups, and create a skit for a situation in which someone your age might face a difficult deci¬ 
sion. Use the guidelines given here. Then perform the sklt~for your classmates. 


Characters: Conflict: Plot: 

Decision-Maker — Chris Dobbs Determine a decision that Each actor should play the role 

Influencers —Best friend, Chris needs to make. Choose in a way the group feels 

Sandy; an adult family member; a topic that is important to reflects real life. Be sure to 

other friends, acquaintances you (drugs, shoplifting, drink- include pressures and irtflu- 

ing, smoking, friendships, ences that might affect the 

etc.). decision. 

Partll 

Use the following criteria to analyze each group's skit. 
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THOSE IMPORTANT DECISIONS 



You make some decisions automatically. You don’t stop to think 
about them before reacting. Others require lots of thinking. But, 
both kinds Involve a complicated mental process. Every time you make a 
decision, your mind goes through some version of the following steps: 


Step I: Conflict — Why do you have to make a decision? 

Step 2: Coal — What do you want to have happen? 

Step 3: Alternatives — What are your choices? 

Step 4: Consequences — What good or bad things can happen? 
Step 5: Decision — Making your choice. 

Step 6: Reflection — How do you feel about your choice? 


Think about an important decision that you have — or think you might have — 
to make. Work out your probable decision by completing this decision-making 

chart. 

1 . What is the conflict? _ 


2 . What is your goal? 


3 . What are your alternatives ? 

a. _ 

b. _ 

C. _ 


4 . What are the positive and negative consequences of each choice? 




Positive 

Negative 

a. 


b. 


c. 



5 . What choice did you make, and what persuaded you? 


6. How do you feel about your decision? Why? 


Partll 


Review each step In your decision-making process. Did you make 
the right decision for yourself regardless of outside pressures 
and Influences? If your answer Is “yes ," GREATI If “no ," 
what can you do to help you make the right decisions? 

© 1992, 1995 Lifetime Learning Systems, Inc. 
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You know about the decision-making process — the steps that go 
into making decisions as well as pressures and influences that may 
affect them. Now you can use that knowledge to help you make the 

decisions that are right for you. 


Parti 

Sometimes you need to make decisions on the spot. Other times you can put a lot of thought 
into your decisions. Some major ones can be made ahead of time. Look at the year ahead, and 
make decisions about some things you would like to achieve or some things you would like to 

avoid. List two or three of those decisions, and plan to stick to them. 

Achieve Avoid 


Part II 


Select at least one of your decisions from each category. What pressures and Influences 
can help you fulfill that decision? What pressures and influences might make It more diffi¬ 
cult? Use the chart here as a guide, and write your comments In die appropriate spaces. 
Then look back at what you wrote. What did you learn? How will this knowledge help you 

make the right decision for you? 


1. My best friend 

2. Other friends — what they do 
and what they think of me 

3 . My parents — the example they 
set and what they expect of me 

4 . Someone older (famous or 
not) whom I admire. 

5 . Messages I receive from the 
media — TV, magazines, 
news, movies, etc. 


Achieve 

Positive Negative 

Influences Influences 


Avoid 

Positive Negative 

Influences Influences 
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strengthen their refusal shills. 

learn to accept responsibility for their decisions. 

grow in self-confidence and self-worth. 
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Take ?A 

STAND 

[roSB 

WALK 

AWAY 



Peer refusal skills play an important part in your students’ lives. As young 
people become less dependent on parents, it is natural for them to turn to their 
peers for information, advice and reassurance that they are okay. Unfor¬ 
tunately. this reliance on peers often interferes with the individual’s ability to 
make important decisions. 

A young person may find it increasingly difficult to resist peer pressure and 
influence, sometimes going along with the crowd automatically, even when this 
leads to choices the individual knows are wrong for him or her. For some, 
getting into trouble seems preferable to the risk of losing a friend. Stephen E. 
Gardner of the National Institute on Drug Abuse concludes that the pressure 
and influence of peers is “almost always involved in the problem behaviors” of 
adolescents. 

This study guide, part of the RIGHT DECISIONS. RIGHT NOW program, is 
designed to help students deal more effectively with negative peer pressure and 
influence. The RIGHT DECISIONS, RIGHT NOW program is funded by the R.J. 
Reynolds Tobacco Company, which firmly believes that children should not 
smoke. Young people need to recognize that, while peer pressure often renders 
decision making more difficult, they can learn to cope with that pressure. 
Developed for use with students in grades 6-9, the activities and teaching , 
suggestions in this guide will help students strengthen their refusal skills. They 
will examine their right to resist peer pressure, analyze ways in which their 
decisions can have consequences for others and apply different strategies for 
saying No in a variety of situations. 

We encourage you to share this exciting program with your colleagues. 

Although the materials are copyrighted, you have permission to make as many 
copies as you need for educational purposes. 

Please take a moment to complete and return the enclosed response card. Your 
comments will help us to create programs that continue to meet your needs. 
Returning this card also ensures your continued receipt of free educational 
programs. 

Enjoy watching your students gain in confidence and self-esteem as they com¬ 
plete the activities in this program and strengthen their capacity to make the 
right decisions right now. 



Sincerely, 



Dr. Dominic Kinsley 


Editor in Chief 


LIFETIME LEARNING SYSTEMS, INC. 

...an Experience in Dynamic Education 

79 Sanford St. Fairfield, CT 06430 (203)289-5257 
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INTRODUCTION 

This study guide, the third in the 
RIGHT DECISIONS. RIGHT NOW 
program, is part of a continuing effort 
to help students develop sound 
decision-making skills. The earlier two 
guides were designed to help students 
understand the decision-making 
process and to analyze the immediate 
and the long-range consequences of 
the choices they make. This study 
guide focuses more directly on devel¬ 
oping students’ capacities for resisting 
peer pressure. 

Normally, an individual makes deci¬ 
sions based on his or her own private, 
internal system of values. Unfortu¬ 
nately, young people often allow this 
value system to become skewed by 
the overriding importance placed on 
having — and keeping —friends, All 
too often, the exaggerated value 
placed on even the illusion of friend¬ 
ship short-circuits the individual's 
decision-making process. He or she 
gives in to the pressure and may even 
feel powerless to act in any other way. 

Students themselves are keenly aware 
of the power of negative peer pres¬ 
sure. in the 1992 Weekly Reader 
Survey on Drugs and Drinking, the vast 
majority of middle-grade students said 
that the most important reason for 
using illegal substances is to "fit in with 
others. 1 ' By grade six. more than 50 
percent of the students report that 
peers have pressured them to drink 
beer or wine; more than 30 percent 
have felt pressure to use marijuana or 
crack: and nearly 60 percent have 
been pressured to smoke cigarettes. 

0 

This study guide has been developed 
to help students deal more effectively 
with these negative pressures. 

Through its four activities, students will 
rate the difficulty of saying No to their 
peers in specific situations and discuss 
different ways they might say No. 


They will also consider the responsibil¬ 
ity that comes with making decisions 
by weighing the consequences of 
choices not only for the decision 
maker but also for family members, 
peers and the law. 

INTENDED AUDIENCE 

RIGHT DECISIONS, RIGHT NOW is 
designed for use with students in 
grades 6-9. It can be incorporated 
into social studies, health and life skills 
courses, or any subject area in which 
decision making is taught. 

PROGRAM OBJECTIVES 

■ To help students understand that 
saying No can be difficult but they 
do have the right to say No. 

■ To teach students ways to say No 
and to apply them in specific 
situations. 

■ To provide a forum in which 
students can talk about their 
values and concerns. 

■ To help students recognize the 
values that guide them and 
establish what is most important 
to them in making decisions. 

■ To help students understand the 
need to accept responsibility for 
their decisions and actions. 

■ To encourage students to analyze 
the consequences of their deci¬ 
sions in relation to their family, 
their peers and the law. 

■ To help students develop a greater 
degree of self-confidence and self- 
worth. 

■ To provide an opportunity for 
students to practice applying their 
refusal skills in a wide variety of 
situations. 

PROGRAM 

COMPONENTS 

1. Four Activity Masters to reproduce 
as worksheets for each student. 


2. This Teacher's Guide which 
includes: 

• background information. 

• suggestions for introducing 
each activity. 

• ideas for extending each 
activity. 

• a list of resources for teachers. 

3. A full-color poster that highlights 
the program's concepts. 

4. A teacher response card for your 
comments about the program. 
Returning this card ensures that 
you will receive future free educa¬ 
tional programs, 

USING THE PROGRAM 
COMPONENTS 

Activity Masters 

Use a photocopier or other school 
equipment to make copies of each 
Activity Master to serve as individual 
worksheets for students. The activities 
are presented in an effective learning 
sequence, but you may wish to change 
the sequence to meet the needs of 
your students. 

As with the other materials in the 
RICHT DECISIONS, RIGHT NOW 
program, it's important to establish an 
atmosphere of frank and open discus¬ 
sion. Students should see the activities 
as an opportunity to work together on 
issues that concern them rather than a 
test situation in which the teacher is 
looking for the ' right" answer. Explain 
to students that the activities will give 
them the opportunity to look more 
closely at how peer pressure operates 
and how they can keep that pressure 
from dictating their decisions. 

Poster 

Display the poster in a prominent place 
in the classroom. Draw students' 
attention to the catch phrases they can 
use when saying No. Encourage them 
to refer to it often as a reminder of 
different ways they might say No when 
they find themselves in difficult 
situations. 
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T1VITY O N ■ 


SAVING NO-EASY OR HARD? 


Objective 

To help students understand that 
saying No can be difficult but they have 
the right to say No. 

Introduction 

Ask students to think about a situation 
in which friends want them to do 
something they know is wrong, 

Choose a situation that is relevant to 
your students' current concerns — 
smoking, cheating, stealing —anything 
that seems likely to strike a responsive 
chord. Discuss with them why it might 
be difficult to resist friends in this 
particular case. Use the discussion as 
a springboard to talk about why it’s 
sometimes difficult to resist the 
pressure your friends place on you. 

Help students see that the fear of 
losing friends, or the desire to feel liked 
and approved, can lead a person to 
make a decision he or she knows is 
wrong. 

PARTI 

Presentation 

Have students complete this portion of 
the activity independently. Before they 
begin, be sure students understand 
that they have a '■right'' to say No when 
someone pressures them to do some¬ 
thing they feel is wrong, and that this 
exercise uill help them learn how 
difficult saving No might be for them. 

As students read the situations on the 
activity sheet, encourage them to 
imagine that they are in each one 
described. They should rate on a scale 
of 1 -5. with 5 being the most difficult, 
how easy or hard it would be for them 
to say No in each situation. 


Discussion 

The activity should help students 
recognize a very real and complex 
conflict — they want to make decisions 
that are right for themselves, but this 
may conflict with what their friends 
want them to do, making the right 
decision more difficult. It is helpful to 
point out that adults face the same 
types of conflicts. For example, a 
friend who has a drug problem asks to 
borrow some money for food — the 
person wants to help out but is afraid 
the friend will use the money to buy 
drugs instead of food. Students should 
recognize that conflicts like these are 
normal, and that part of growing up is 
learning to make the right decision 
even when your friends want you to do 
something else. 

Another important point to develop is 
that peer pressure can operate in 
positive ways. Challenge students to 
try to reverse some of the situations — 
looking for ways that positive peer 
pressure could lead to the right 
decision. 

PARTII 

Presentation 

Divide the class into groups to com¬ 
plete this portion of the activity. 
Encourage students to be as candid as 
possible in their responses. The 
important goal here is to have them 
consider how they feel about them¬ 
selves when they say No — or when 
they yield to peer pressure. 

Discussion 

Ask volunteers to share their responses. 
In discussing these responses, it will be 


helpful for you to model supportive 
comments rather than challenge a 
student’s real or hypothetical rating 
and feelings about that rating. This 
will help the rest of the class feel more 
willing to risk talking about their 
experiences. Student responses 
should help you draw out the idea 
that when people make the decision 
that's right for them, they feel better 
about themselves. The class might 
also recognize that they rarely lose 
friends by making the right decision 
and they may even find that friends 
treat them with a new respect for 
having stood their ground. 

Extending the Activity ... 

1. Divide the class into their small 
groups to talk about difficulty in 
saying No in specific situations. 
Encourage students to see if there 
seems to be a commonality in 
situations that prove difficult. 

Then meet as a class to concen¬ 
trate on identifying difficult 
situations for your students. You 
can concentrate on these areas 
throughout the program. 

2. Have students watch their favorite 
TV sitcoms to look for incidents in 
which the characters either caved 
in to or managed to resist pres¬ 
sure, In discussing the episodes 
in class, focus on (1) how difficult 
it was for the person to make the 
decision; (2) how the person felt 
about his/her decision; (3) how 
realistic students thought the 
situation was. 
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AOTIVITY X WO 

WAVS TO SAY NO 


Objective 

To teach students ways to say No 
and to apply them in specific 
situations. 

Introduction 

Describe a specific situation in which 
saying No is clearly the right decision. 
The topic can be anything that seems 
appropriate for this group of stu¬ 
dents —cheating, stealing, smoking, 
drinking, vandalism. Ask volunteers 
to tell how they would say No in that 
situation. To make the feeling of peer 
pressure more realistic, you might 
even have several pairs or groups of 
students role play the incident. Use 
this introduction to draw out the idea 
that there are different ways to say 
No. Much depends on the situation, 
the individuals involved and the kind 
of pressure that is being applied, 

PARTI 

Presentation 

Allow students as much time as they 
need to complete the activity sheet 
for Part I. Encourage them to think 
about each refusal method in terms 
of a specific situation in which they 
might be feeling pressure. You can 
use situations from Activity One, 
suggest a net\ situation or have the 
students create their own. 

Discussion 

After students have completed the 
activity sheet, discuss each of the ten 
methods, asking volunteers to 
explain when and why they think a 
particular method would be useful. 

Use the following questions as a 
guide to discussion: 


1. What do you think you might 
actually say in using a particular 
method? 

2. Are some ways to say No better 
for certain situations? For 
example, if a group of kids 
pressures you to try sniffing 
paint thinner, would you use the 
same method as you would in a 
situation where a best friend 
wants you to lie for him or her? 

3. Are there some ways to say No 
that wouldn't work for you? 
Which ones? Why? 

4. Can you think of any other ways 
to say No that aren't on the 
activity sheet? What are they? 

PARTII 

Presentation 

This portion of the activity offers an 
opportunity to use role playing to 
provide students with a more vivid 
sense of what peer pressure feels 
like. Assign different groups of 
students to prepare a brief skit for 
each of the situations; or. you may 
want to alter the situations or create 
new ones to focus more directly on 
the concerns of your students. 

Encourage students who are acting 
out the scenes to be realistic in the 
ways they apply pressure. They 
should also be advised to keep it 
simple — one or two sentences is 
enough to simulate the kind of 
pressure needed. 


Discussion 

As each situation is acted out. 

discuss the results with the class. 

Use the following questions as a 

guide: 

1. Which of the ten ways to say No 
was used? 

2. Did the method used work? If 
not, what do you think went 
wrong? 

3. Can you think of other ways to 
say No that would have been 
better in this situation? 

Extending the Activity 

1, Divide the class into four or five 
groups; Have each group brain¬ 
storm ways in which students 
can help each other resist 
negative peer pressure. For 
example, how can a group of 
students work together to 
strengthen their refusal skills? 

2. Have students interview older 
family members, asking them 
about situations in their teens 
when they had to resist peer 
pressure in order to make the 
right decision. This process can 
strengthen communication 
among family members while 
providing students 
with new ideas about 
refusal skills. 
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ACTIVITY THU ■■ 

IT'S TOUR RESPONSIBILITY 


Objective 

To help students understand the 
need to accept responsibility for 
their decisions and actions. 

Introduction 

Briefly review the mental steps 
involved in making a decision: 

Step 1: Conflict — why do you have 
to make a decision? 

Step 2: Coal —what do you want 
to have happen? 

Step 3: Alternatives — what choices 
do you have? 

Step A: Consequences —what 
good or bad things can 
happen with each choice? 
Step 5: Decision — making your 
choice. 

Step 6: Reflection — how do you 
feel about your decision? 

Explain that this activity focuses on 
two of the steps — the conflict and 
the consequences. Many decisions 
young people face involve a conflict 
between doing what they think is 
right for themselves and doing what 
their friends want them to do. In 
other words, peer pressure creates a 
conflict of values — friendship vs. 
things that are important to them 
(honest), avoiding drugs, etc.). 

Thinking about the consequences of 
a decision is one of the best ways to 
resolve the conflict. The conse¬ 
quences can often involve more than 
the decision maker: there are likely 
to oe consequences involving family 
members, friends and sometimes 
even the law. 

Presentation 

Divide the class into six small groups 
to work on the three scenarios. 


Have half the groups fill out the 
consequences chart on the assump¬ 
tion that James, Mark and Jody each 
give in to peer pressure; the other 
groups should assume that the three 
individuals resist the pressure. In 
both cases, students should use 
their collective imagination to 
consider the possible consequences. 

Discussion 

When all groups have completed 
their charts, ask a spokesperson for 
each group to report its findings. 
Point out any difference in the 
reports that assume resistance to 
peer pressure and then in the 
reports that assume giving in to the 
pressure. Notice if any groups deal 
with how James, Mark and Jody feel 
about themselves once they've made 
a decision. Come back to this later 
as one of the major consequences to 
consider in making any decision. In 
discussing the ideas the groups have 
developed, you can draw out such 
points as: 

1. Both James and Jody risk legal 
consequences if they give in to 
peer pressure; their friends are 
asking them to break the law. 
Mark is being asked to break 
rules. 

2. All three situations can involve 
long-range consequences such 
as a criminal record or perhaps 
long-term strained relations with 
friends and/or family members. 

3. By saying No, James, Mark and 
Jody risk the anger or disap¬ 
proval of their friends. In fact, 
for Mark to report the knife to 
school authorities will require 
moral courage and might easily 


end a friendship. Ask the class 
how Mark might deal with the 
situation by applying positive 
peer pressure. You can expand 
on this idea by having the class 
consider what kinds of 
situations might lead them to 
sacrifice a friendship in order to 
protect their own sense of self- 
worth or self-respect. 

Extending the Activity 

I. Have students write an entry for 
a journal or diary describing an 
older person they feel they could 
talk to about a difficult decision. 
This-could be a parent, an older 
sibling, a teacher or coach,^ 
family friend, etc. Encourage 
students to write about the 
qualities this person possesses 
that would make him or her 
someone to turn to. 

2 .. Divide the class into small 
groups to brainstorm situations 
in which there is a conflict 
between friendship and doing 
what a person feels is right. The 
groups can then exchange 
situations to discuss ways of 
handling each situation and 
measuring the consequences. 
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I V I 


PRACTICE MAKING DECISIONS 


Objective 

To provide an opportunity for students 
to practice applying their refusal skills. 

introduction 

Spend a few minutes reviewing the 
concepts the students have learned — 
their right to say No, different ways to 
say No and measuring the possible 
consequences of each decision, 

Presentation 

Divide the class into four groups, 
assigning one situation to each group. 
Each group should discuss ways to 
deal with the assigned situation and 
consider the possible consequences. 
The groups can either report their 
solutions to the class or present them 
as skits. 

Discussion 

When all groups have finished, use the 
following questions and ideas to guide 
discussion: 


Were there other ways to handle 
any of the situations that might 
have been as effective or even 
more effective? 

What ways to say No were used 
in each case? 

Point out that all four situations 
center on a conflict involving 
friendship. How difficult did this 
make the decision? What do the 
students think will happen to the 
friendship in each of these cases? 
You can use this last point to raise 
the question of the qualities a 
friend should have. Encourage 
the class to make a list of qualities 
that completes the statement, “A 
friend is someone who..." 
Conclude the discussion by asking 
students if there are occasions 
when it might be important to 
reconsider who they want as 
friends. 


Extending the Activity 

1. Extend the discussion of the 
conflict between friendship and 
other personal values by asking 
students what decision they 
would make in certain situations, 
For example, suppose some 
friends have cheated on a test 
and the teacher asks you about it. 
Or, there> an incident on a school 
bus and you know who is at fault. 
Should you report it or protect 
the friend? Is there another 
choice that might be better than 
either of those alternatives? 

2. A small group of students can 
start an advice column, either for 
the class or for the school news¬ 
paper. Students can then write to 
"Dear Advice" for help with 
difficult decisions. Letters and 
advice, of course, should have 
adequate faculty supervision. 


Resources tor Teachers 

D.S. Elliott. D. Huizinga & S.S. Ageten. 
Explaining Delinquency & Drug Use, 
Beverlv Hills. CA. Sage Publications. 

1985.' 

Stephen E Gardner. Adolescent Peer 
Pressure: Theory. Correlates and 
Program Implications for Drug Abuse 
Prevention. U.S. Department of 
hea t!'! & Human Services, reprinted 
199C 

Hand.ing,Peer Pressure. Weymouth. MA. 

Life Skills Education. Inc.. 1989. 
Scott Ingram. Saying No To Drugs : Ploys 
From Real Life. Middletown. CT. 
Weekly Reader Corporation. 1987. 
L.D Johnston, Monitoring the Future: A 
Continuing Study of the Lifestyles & 


Values of Youth. Ann Arbor Institute 
for Social Research, 1990. 

National Institute on Drug Abuse. Saying 
No. Rockville. MD. National 
Clearinghouse on Drug Abuse 
Information, 1989. 

Sharon Scott. Peer Pressure Reversal. 
Amherst, MA, Human Resource 
Development Press. 1988. 

Straight At Yo (4A-minute video) grades 
6-9. Scott Newman Center. 6255 
Sunset Blvd.. Los Angeles. CA 
90028. 1988. 

U.S. Department of Education. What 
Works: Schools Without Drugs. 
Rockville. MD. National 
Clearinghouse for Alcohol & Drug 
Information. re\. 1989. 


U.S. Dept, of Education. Drug Prevention 
Curricula: A Guide to Selection <5 
Implementation. Rockville. MD. 
1988. 
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There are many ways to say No. Choosing the best way depends on the type of situation you’re in and what 
feels right to you. By thinking about how you might say No in different situations, you 'll be better prepared 
for getting out of those tough spots. 


PARTI 


Some effective ways to say No are described here. Each way includes one or two examples of 
what you might say. Read each statement carefully and put a check mark next to the ones you 
think might work for you. 


WAYS TO SAY NO 


YOUMIGHTSAY 


Take a stand, and stick up for yourself. 


"I don’t want to do that. It's not good for me." 


Say No. and warn about the consequences. 


“We could get hurt ." “We could be expelled. ’ 


Say No, but try to add a little 
humor to your refusal. 


“ That’s like having a tooth pulled." '' I'd rather be a chicken than 
have my goose cooked." 


Say No, and change the subject 
or suggest something else. 


"What did you think about (TV show, movie, event)?" “Let'sgo 
work out instead. It's a better challenge ." 


Avoid the pressure. 


You wont have to say anything if you stay away from people or 
situations that can put you on the spot. 


_7. ^ 
- 
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Put on a little pressure 
of your own. 


“Hey, you know that's bad for you. Don't put yourself down like 
that." "I thought you were my friend; a friend wouldn't ask that." 


Say No, and walk away with no explanation. 


Say No and ask a question. 


“Why would I want to do that?" 

“Haveyou thought about what will happen if we do this?" 


Make an excuse, even if you 
have to stretch the facts a little. 


"leant I promised my mother Id go shopping for her." “I have to 
go home and study for a big test tomorrow." 


Say No, and give a reason for your refusal. 


“It's against the law." “Id be grounded" 


PARTII 


Now that you know some ways to get out of tough spots, try them out. Which approach would 
you use in each of the following situations? Write down what you would say and give your rea¬ 
sons for choosing that approach. 


1, You are out with a couple of friends who smoke, 
and they offer you a cigarette. They say it is time 
for you to stop being a wimp and start smoking 
like them. 

What would you say? _ 

Reasons: _ 

2. An older student offers you ten dollars to deliver a 
package and warns you not to ask any questions. 

What would you say? _ 

Reasons: _ 


3. You’re at a school dance and some of your 
friends have a bottle of wine. They pressure you 
to have some with them. 

What would you say? _ 

Reasons: _ 

4. Some of your friends plan to steal a CD at the 
malland they want you to distract the salesper 
son by asking questions. 

What would you say? _ 

Reasons: ___ ; _ 
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You know that all decisions have consequences — good or bad, immediate or long-range. Some of the deci¬ 
sions you make can also have consequences for others — members of your family, your friends , even the 
law. Thinking about all the possible consequences is one of the hardest parts of making a decision, but it’s 
also one of the most important. 


rttnl I In the situations described below, students have to make tough decisions. Work with your 
assigned group to figure out what the consequences might be for each of the decisions listed. 

O James is with some friends one night and they visit Charles, an older guy James has seen around 
school but doesn’t know. The friends buy some marijuana from Charles and pressure James to buy 
some and try it. They say things like, “Come on. man. We all smoke it. Don’t be such a little kid." 

O Mark’s best friend says, “Look, I brought this switchblade to school today. If that bully Carl picks on 
me, he’s going to get a big surprise. Don’t tell anyone I have it. You’re the only one who knows.” 

O Jody sees some friends in the parking lot long after school hours. They have some crack and invite 
her to share it with them. Jody hesitates so they begin to pressure her. They say things like, “Come 
on, Jody, no one’s around. What are you scared of? Are you part of our group or not?” 



Consequences For 

Decision Made 

Decision Maker 

Friends 

Family Members 

The Law 

J 

Buys some pot 
and smokes it 





A 

M 

E 

Refuses 





S 

Refuses and reports to school 
that Charles is a dealer 





M 

A 

Keeps friend's secret 





R 

K 

Refuses and reports 
to teacher 




IT 

I-* 

J 

O 

Gives in to pressure 
and tries crack 




cr> 

<S> 

D 

Y 

Says No and 
gives reason 




cn 


PART II 


Brainstorm with your group about the decision that would be best for James, Mark and Jody. 
Report your conclusions and reasons for them to the class. 
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PRACTICE MAXING DECISIONS 
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In each of the situations below, it might not be easy to say No. Work with your group to decide on the best 
way to handle the situation assigned to you. Before you begin the discussion, write down some options that 
might be considered. After brainstorming the options and selecting one, you might want to try turning the 
scene into a skit and acting it out for the class. 


Situation 1 

You studied hard for a big test. /Is you enter the 
classroom, your best friend whispers to you, “I 
didn’t ha ve time to study last night. Let me copy 
your answers or I’ll flunk for sure." 

Options: 


Situations 

All of your friends are pushing you to go with them 
to a party where the parents aren’t home. You’d like 
to go and you're afraid these friends might drop you 
if you refuse. But you’ve heard some tough kids are 
going to crash the party and you don't want to get 
mixed up with that. Besides, your parents would be 
furious if they found out you went. 

Options: 



Situations 

You went to a baseball game with your best friend 
and his uncle. It's time to go home, but your friend's 
uncle has been drinking at the game and you're com 
cerned about riding in his car. Your friend becomes 
annoyed and says, “Don't be such a sissy. He's only 
been drinking beer and he can handle it." 


Options: 


Situation 4 

Your next-door neighbor, who is also a good friend , 
is sick so he isn't going to school. He offers you 
$25 if you will deliver some drugs for him. He tells 
you he 'll be in big trouble if you don't help him. You 
don't want your friend to get hurt, but you don't 
want to get involved in anything illegal. 

Options: 















Sometimes it’s easy to say No. Other times it’s hard to do. But you do have the right to soy No...to refuse 
to do something your peers want you to do if you feel uncomfortable about it... to say No to a friend whenev¬ 
er that friend pressures you to do something that you feel is wrong. 

How many times have you done something you didn’t want to do just because your friends pressured you? 
Have you ever done something you felt was wrong simply because it was hard to say No? 

pmi 

The situations listed here show some hinds of pressures you might face. After reading each one. rate it on a 
scale of 1-5 (with 1 being easy and 5 hard) on how easy or hard it would be to say No' 


1 2 3 4 5 


1. My peers have some beer and keep bugging me 
to just try some. 

2. The group of kids I want to hang out with tells me 
I have to shoplift something at the mall first. 

3. Several of my friends smoke, and they are trying to get 
me to smoke to be like them. 

4. My friends want me to drop the new girl because they 
say she’s a snob. 

5. My best friend asks me to steal a pack of cigarettes 
from my mom’s purse. 

6 . One of my friends wants to hide some rocks of 
crack in my room until his mother goes to work. 

7. A friend of mine took part in smashing a store window 
and taking a CD player. Now he wants me to say he 
was with me if the police ask. 

8 . My friends want me to use the money I found laying on 
the floor at school to buy pizza, but I want to turn it 

in to the office. 

9. Some of my classmates have a copy of the math exam 
and are pressuring me to help them work out the 
answers. 

10. My best friend asks me to cover for her by 
saying she was at my house when she sneaked out 
with a guy. 


PAHTII 

Meet with the group to which your teacher assigns you to share some of your experiences. Tell about a situ¬ 
ation in which you wanted to refuse to do something. Include your feelings and actions. Why did you want 
to refuse? Did you refuse? How difficult was it to say No? What caused youJto make the decision you did? 
How did you feel about the decision? 
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INSIDE! 


Educational Program 
To Help students: 

► define and rank specific values. 

► learn how values guide decisions. 

► strengthen reasoning skills. 
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studies of adolescent behavior show that young people can generally 
distinguish right from wrong, but that they frequently don't act on this 
knowledge. When asked, they can usually give the "right" answer but, 
when faced with an actual situation, they frequently choose a “real" 
response reflecting a different set of values. Teens know It Is wrong to 
steal or cheat, for example. Yet, according to the Josephson institute of 
Ethics Survey, 33 percent of high school students say they have stolen 
something and 61 percent say they have cheated on a test. 

Schools can help early teens close the gap between their perception of 
what is "right” and what is “real.'' in fact, as Robert McClure of the 
National Education Association states, "schools may be the only place a 
lot of youngsters are given an opportunity to learn such traits as honesty 
and kindness." 

This study guide, the fourth unit of the RIGHT DECISIONS, RIGHT NOW 
program, is designed to help your students examine the framework of.„ 
beliefs and personal values that guides the decisions they make and to' 
help them discover ways of strengthening that framework. The first 
three units of the program dealt with the decision-making process, 
resisting peer pressure or peer Influence and improving refusal skills. 

The right decisions, right NOW program Is funded by the R J. Reynolds 
Tobacco Company, which firmly believes that children should not smoke. 
The program, created for use with students In grades 6-9, is designed to 
help them become more effective decision makers. 

Please take a moment to complete and return the enclosed response 
card. Your comments help us to create programs that will continue to 
meet your needs. Returning this card also ensures your continued 
receipt of free educational programs. 

we hope you enjoy completing this program with your students and 
watching them grow in confidence as they learn to make the right 
decisions, right now. 


Sincerely, 


Dr. Dominic Kinsley 
Editor in Chief 

79 Sanford St. • Fairfield, CT06430 • (203) 259-5257 


f Dr, Dominic K^lfey 

Editor in Chief 

79 Sanford St. • Fairfield, CT 06430 • (203) 259-5257 
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INTRODUCTION 

This study guide is the fourth unit of the 
RIGHT DECISIONS, RIGHT NOW pro¬ 
gram. The activities and teaching sugges¬ 
tions are designed to improve students' 
decision-making skills by helping them 
analyze the beliefs and personal values 
which guide the decisions they make. The 
research on which the materials are based 
makes it clear that students-are not only 
willing to talk about moral dilemmas or 
conflicts in a non-threatening environ¬ 
ment, but that such discussions and 
related activities help them develop a 
deeper understanding of the decision¬ 
making process, 

An important first step is to gain a sense of 
how your students currently perceive 
some of society’s core values, such as 
honesty and responsibility. Research 
indicates that young people and their 
parents often have different ideas of what 
such value concepts mean. By examining 
ways in which their perceptions differ from 
those of their parents, students and their 
families can avoid a good deat of misun¬ 
derstanding. At the same time, this 
process of taking stock will help you 
recognize where the areas of confusion or 
inconsistency are in the value frameworks 
your students have constructed. 

This program is designed to provide 
students with guided experiences in 
analyzing the role of personal values in 
decision-making. Students will recognize 
that underlying all of the complex and 
difficult decisions they face is a basic 
conflict of values. Making a decision 
involves making a choice—deciding that 
one personal value is more important than 
another, at least in that particular situation. 

For early adolescents, these conflicts often 
involve making a choice between what the 
person believes to be right and the 
demands of friendship. Because friend¬ 
ship is so powerful and pervasive for this 
age group, we have not treated it as a 
separate value. Instead, it should be seen 
as a potent force that can influence or 
complicate decision making: in fact, many 
teens operate according to a dual set of 
values—one set for friends, another for 
all other relationships. Lying, for example, 
is perceived as wrong, but lying to protect 
a friend is not. 


Your role is vital in helping students 
analyze and strengthen the framework of 
personal values by which they currently 
live. While it is neither wise nor feasible to 
dictate codes of conduct, it is important to 
keep students from adopting a value 
system in which anything goes as long as 
friends approve. The goal is to guide them 
in exploring real-life conflict and helping 
them to see that a more consistent frame 
of values will enable them to make more 
effective and, in the long run, more 
satisfying decisions. 

INTENDED AUDIENCE 

This program has been designed to be 
used with students in grades 6 - 9. The 
materials can be incorporated into social 
studies, health or life skills classes. 

OBJECTIVES 

This fourth unit of the RIGHT DECISIONS, 
RIGHT NOW program is designed to help 
students: 

► work in groups to define certain value 
concepts and, through discussion, see 
if they can agree on definitions. 

► determine which values are most 
important to them. 

► discuss key values with their parents 
or guardians. 

► recognize that the decisions they make 
are guided by their personal frame¬ 
works of values. 

► examine the values involved in a 
variety of situations that reflect their 
real-life concerns. 

► understand that people’s words and 
actions often reveal the values they 
regard as most important. 

► use role-playing scenarios to under¬ 
stand the thoughts and feelings of 
both sides in conflict situations. 

► strengthen their capacity for reasoning 
based on sound values. 

► understand that they can help each 
other in making and sticking to tough 
decisions. 

PROGRAM COMPONENTS 

1. Four activity masters to reproduce as 
individual and group worksheets. 


2. This teacher’s guide which contains. 

- Background information. 

- Suggestions for presenting each 
activity. 

- ideas for extending each activity. 

-A list of resources. 

3. A full-color poster that encourages 
students to think about the personal 
values underlying the decisions they 
make. 

4. A teacher response card that allows 
you to comment on the program. 

IMPLEMENTING 
THE PROGRAM 

Classroom Environment 

An important element in the success of all 
the activities^ the classroom environment 
you are able to establish. If students feel 
they are being judged or evaluated. they 
will slip into the “right answer” mode, 
giving responses they think an adult 
expects. Your own teaching style is the 
most effective way of assuring the class 
that this is not a test situation. . 

Croup work 

The activities are designed for students to 
work on together in groups of 6-8. You can 
have students remain in the same group 
throughout the program or change groups 
for each activity. Each group will have a 
group leader and a recorder. These 
positions should change each time, with 
the recorder reporting the group's conclu¬ 
sions to the class. Group leaders need to 
keep the group focused and working. The 
following rules should be established by 
the leader prior to any discussion. 

1, Members are allowed to pass if they 
feel uncomfortable with specific topics. 

2, No putdowns are allowed. 

3, Everyone has to take a turn talking. 

Poster 

The poster contains a list of the values that 
are focused on in this program. Display it 
in an area where it is easily accessible to 
students and encourage them to use it for 
reference purposes. 
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values focused on: 

honesty, courage 
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► To help students understand that 
people's words and actions often 
reveal the values they regard as most 
important. 

► To gain experience in analyzing value 
conflicts involving honesty. 

BACKGROUND 

Students sometimes use honesty and 
truthfulness interchangeably. Honesty is 
the broader of the two and encompasses 
truthfulness; that is, telling the truth is an 
aspect of being honest. 

Students almost always associate- 
courage with physical courage —riski ng 
bodily harm for the sake of some goal. 
Personal courage involves the ability to 
face a complex moral choice with self- 
possession. confidence and resolution, 
and to risk disapproval in order to make a 
choice one believes is right, 

As young people gain experience with 
this concept and begin to see that 
personal courage is needed to make the 
decisions that are right for them, they 
begin to consider it one of the most 
important personal values. 

INTRODUCTION 

Explain to students that this activity will 
help them learn how people's personal 
values determine howthey behave. 

Divide the class into groups, keeping the 
same groups as in Activity One or 
rearranging them to change the interac¬ 
tion. New group leaders and recorders 
should be selected. 


In Your Group 

Allow as much time as the groups need 
to work through both situations, but ask 
each group to let you know when they 
have decided what Pat did with the wallet 
in Situation A. Write me following pieces 
of information on the chalkboard, 
assigning one to each group. If you have 
more than four groups, assign the same 
information to more than one group. 
Explain that, in going through the wallet's 
contents, they have found this informa¬ 
tion about the owner. They are to decide 
how this information might change Pat's 
decision. [Group 1] The wallet was lost 
by a well-known business owner. 

[Group 2] The wallet belongs to an 
elderly widow who planned to use the 
money for a vacation to visit her grand¬ 
children. [Group 3] The owner of the 
wallet is a parent of a student in Pat’s 
school; Pat doesn’t know the student. 
[Group 4] The wallet was lost by Pat’s 
best friend's parent. 

in Situation B, students will see a similar 
dynamic operating—the choices may 
change, depending on Chris’ relationship 
to the others involved. Follow the same 
procedure as for Situation A. 

[Group 1] One of the two classmates is 
Chris' best friend. [Group 2] Chris only 
knows the two students slightly. 

[Group 3) One of the students is the 
toughest kid in the class. [Group 4] 

Chris doesn't like one of the students 
involved, 


With The Class 

Bring the groups back together to 
discuss their findings. Before the 
discussion, take a few minutes to clarify 
the concepts of honesty and courage. 

As the group reports and discussion 
progresses, ask students how honesty, 
responsibility, fairness, respect and 
courage were involved in each situation. 
While you cannotdictate a change in 
beliefs, you can look for opportunities to 
help students see that such concepts as 
responsibility and respect should extend 
beyond the immediate circle of friends, 




THE ACTIVITY 

1. Explore the concept of personal 
courage more fully through 
examples in history, biography and 
autobiography. John F. Kennedy’s 
Profiles in Courage offers good 
examples, as does the TV series 
based on the book (available in 
video cassettes from Zenger 
Productions). 

2. Have students write about incidents 
in their own lives in which they had 
to make difficult decisions involving 
honesty. Ask volunteers to read 
their accounts to the class or 
arrange to have a few read aloud 
without identifying the writer. 
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values focused on: . 

compassion, courage, dependability, 
fairness, honesty, loyalty, respect, 
responsibility 

OBJECTIVES 

► To help students define certain value 
concepts, and to see if they can agree 
on definitions. 

► To rank these values in order of 
importance to themselves. 

► To encourage students to discuss key 
values with their parents or guardians. 

BACKGROUND 

Since many students confuse the word 
value with valuable, be sure that they 
understand the meaning of the word value 
as used throughout this program. Value, in 
this case, refers to a personal belief. 

Both defining the value words and ranking 
them in order of perceived importance 
often leads to extended discussion and 
debate. It is frequently an eye-opening 
experience for students to discover that 
their peers share their uncertainties about 
figuring out what they think is right or most 
important, especially when specific types of 
conflict are mentioned. 

INTRODUCTION 

A useful step for establishing a productive 
atmosphere is to introduce this activity 
with an actual "values" conflict involving a 
topic the students care about. This might 
be a current headline of a real-life incident 
that emerges in your community or an 
episode within your school, Encourage 
students to talk about it. focusing on the 
reasons for people's actions, 


On Your Own 

Instruct students to work individually to 
complete Part I of the activity, Make sure 
they understand that they should write 
what the words mean to them, rather than 
striving for a dictionary-type definition. 
Remind students to rank the values 
(personal beliefs) in order of importance to 
themselves. 

In Your Croup 

For Part I! of the activity, divide the class 
into groups, with a group leader and a 
recorder in each one. You can appoint 
these positions or have groups select their 
own. Encourage groups to work indepen¬ 
dently on this section, but let group leaders 
know that you are available for consultation 
if necessary. 

With The Class 

Once the groups have completed Part II of 
the activity, bring the class together and ask 
the recorders to report the findings of their 
groups. Focus first on the definitions, then 
on the rankings. Encourage discussion of 
the differences that emerge and see if the 
lull class can come to a general agreement. 

More mature students may recognize that 
both the definitions and the rankings are 
likely to depend on the context. Loyalty, for 
example, is a concept that is not well 
understood at this age level and is usually 
not ranked highly. Some students may 
realize, however, that in a situation involv¬ 
ing a best friend, loyalty to that friend may 
jump to the top of the list. 


To complete the discussion of Part II, ask 
the students to tell how they think their 
parents' or guardians' definitions of values 
might differ from theirs. 

All groups should keep track of their 
responses to Activity One. After the 
class has worked through some specflic 
situations In the next two activities, you 
will be asking them to redefine these 
values and compare them to the 
originals to see if their thoughts have 
changed. 

EXTENDING 
THE ACTIVITY 

1. Encourage students to talk about 
values with their parents or' 
guardians. Students should bring 
their findings back to discuss in 
general terms with their groups and 
the class. 

2. Working within their groups, ask 
students to think of stories, novels or 
biographies they have read recently. 
Each group should make a list of the 
main characters in these works and, 
next to each name, give an example 
of how one of the eight values was 
important to the person’s life or in the 
story. If students need help, you 
might refer them to various Aesop's 
Fables. In “The Lion and the Mouse." 
for example, the mouse feels 
compassion tor the lion. 
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ACTIVITY 


FOUR 






values focused on: . 

compassion, honesty, loyalty, 
respect, responsibility 

OBJECTIVES 

► To help students understand that 
friends can make tough decisions 
easier or harder for them. 

► To help students recognize ways they 
can help their friends in the decision¬ 
making process. 

► To encourage students to respect each 
other s decisions and to support each 
other in making and sticking to 
decisions. 

BACKGROUND 

Friendship is of prime importance to 
adolescents, so much so that it can be the 
determining factor in many of the deci¬ 
sions that they make. The values that 
adolescents live by are in great part 
regulated by the level of friendship. For 
example, young people would be willing to 
tell on someone if they did not know that 
person, but would lie if that person were a 
friend. Thus, working within the context 
of friendship, students can learn how their 
values can make decisions easy or difficult 
for others. 

INTRODUCTION 

Initiate a discussion about friends and 
how often they share confidences. Elicit 
from students that some of these things 
they talk ever are simple — what to wear, 
which film to see. who the best recording 
artist is. But some things, especially 'if 
they involve tough decisions such as 
whether or not to drink, smoke or carry a 
weapon, can get complicated. As you 
divide the class into groups, let them know 
that they will be exploring ways they can 
help each other in those tough spots. 


In Your Group 

In working through the situations, the 
groups are likely to find that several 
actions can be taken. First, they should 
identify the dilemma involved with each 
decision. In Situation 1, Latanya faces a 
conflict between honesty (being truthful to 
her friends) and loyalty (being different 
from the group). In Situation 2. Shaun 
has to deal with the conflict of loyalty to a 
friend and a sense of responsibility. In 
both situations, however, personal 
courage plays a part. 

Once the conflicts have been identified, 
students should focus on how they can 
help make the decision easier or harder 
for the person. 

With The Class 

As the groups report their conclusions to 
the class, ask them how the values of 
responsibility, honesty, respect mi 
personal courage were involved in their 
recommendations of how friends might 
make decisions easier or harder for their 
friends. 

EXTENDING 
THE ACTIVITY 

1. One way to encourage students to 
talk to each other about tough 
decisions is to have them meet in 
small groups, according to the type 
of conflict they are facing, Have 
students write on a slip of paper, the 
type of conflict they would like to talk 
about — smoking, drinking, stealing, 
telling on a friend. Then have 
students meet in the appropriate 
groups to talk about situations and 
how they can help each other. 

2. Arrange a round of Group Challenges. 
Have the groups exchange situations 
that they discussed in their qroup 


work and challenge the groups they 
exchange with to come up with ways 
friends might help each other. 




FOR TEACHERS 

William J. Bennett, The Book of Virtues, 
Simon & Schuster, New York, 1993. 

The Encyclopedia of Ethical Behavior. NY, 
Rosen Publishing Co., 1991. 

L.D. Johnson. Monitoring the Future: A 
Continuing Study of the Lifestyles 
and Values of Youth, Ann Arbor, Ml, 
Institute for Social Research, 1992, 

Thomas Lickona, Educating for Character. 
How Our Schools Can Teach Respect 
and Responsibility, NY, Bantarrv 
Books, 1992. 

Susan Neiburg Terkel, Ethics, NY, 

Lodestar Books, 1992. 

Video: Coming of Age (in Spanish and 
English), Washington. D.C., The 
National Coalition of Hispanic Health 
& Human Services (COSSMHO), 
1990. 

Video: Do Unto Others (The Ethics of 
Responsibility). Washington, D.C.. 

Annenberg/Corporation for Public 
Broadcasting. 1989. 

©1994 Lifetime Learning Systems. Inc 
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ACT I V I T Y 


T H R: E E 



ctling lYlith Honflict 


value focused on:. 

respect 




To help students better understand 
the thoughts and feelings of both 
sides in a conflict situation. 

To help students recognize and 
practice ways to use their values to 
mediate conflict situations. 


scenarios. 


INTRODUCTION 

Make students aware of conflict situa¬ 
tions by asking them to describe 
situations in which they feel there is a 
conflict — a fight with friends, a dis¬ 
agreement with parents, issues in the 
news Stress the point that every conflict 
has two points of view. 


In Your Group 

Divide the class into groups, each with a 
new group leader and recorder. Let 
students know that the exercise they are 
about to do will help them better 
understand the two sides of conflicts. 
Explain that they will first work in pairs, 
role playing situations and discussing 
what they learned. 


Witt The Class 

Bring all of the groups together to debrief 
the role playing, discussing the students' 
perceptions of what happened and how 
switching roles altered feelings. 


BACKGROUND 

Role playing conflict situations can give 
students a clearer understanding of both 
sides of the conflict. As students work 
through a scene the first time, both 
parties are likely to be quite insistent 
about their positions. When the roles are 
reversed, however, the actors almost 
always find it much easier to compro¬ 
mise their positions. Students often 
express surprise at the experience of 
“feeling” the conflict from an opposite 
point of view; some may find they feel a 
sense of respect for the rights or 
property of others involved in the 


Point out that the activity involves the 

concept of respect in two ways: 

► Respect for the rights and feelings of 
another—the right of the friends to 
gather and the rights and feelings of 
the manager in how he wishes to run 
his restaurant: the right of the 
student who stutters to attend school 
without being ridiculed as well as the 
feelings of that student; the feelings 
of the friend who borrows the sweat 
shirt for prestige and the other 
friend’s feelings about betrayal, In all 
three cases, developing a sense of 
respect for the other involves being 
able to feel what the other person 
feels. 

► Respect for someone else’s property. 
This is often a difficult concept for 
students to accept Early teens tend 
to feel that each person is responsi¬ 
ble for his/her own property. A 
person who loses a wallet for 
example, has not been responsible 
and some students will conclude that 
this makes it all right for someone 
else to take the wallet. When a 
student leaves a sweat shirt in a 
shared locker, however, a level of 
complication is added. If students 
can express some sense of respect 
for the friend's property (sweatshirt), 
they should be able to extend this 
concept to consider their responsibil¬ 
ity to the larger community. 


m u m m 


THE ACTIVITY 

1. To examine how respect can reduce 
tensions and help to-eas^a conflict 


situation, have students look for 
examples in the literature they are 
currently reading or in a favorite 
book. Students should write a brief 
description of the conflict and how 
one or more characters came to feel 
a sense of respect for an antagonist. 
(Many novels about coming of age 
will present this as a central theme.) 
Share the reports in class. 

2. TV dramas, films and situation 
comedies are good sources for 
examining respect and how it is 
involved in conflict resolution. Have 
groups select a TV show they feel 
represents many conflicts and 
watch a specific episode. Then the 
group should meet to discuss the 
conflict, including the points of view 
for both sides, how it was resolved 
(or not resolved) and whether the 
approach was the best it could be. 


RE-EVALUATE 
THE VALUES 

Now that students have had an opportu¬ 
nity to examine their values in detail, 
have them complete Part l of Activity One 
in which they define and rank specific 
values again. Once completed, have 
students compare their new definitions 
to their originals. Have any of them 
changed? In what way? £ 
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People often think they are talking about the same thing, but they really aren't - especially when they talk about 
values. When you say than not fair; you probably think that everyone knows what you mean. Right? Wrong! 


Tart One 


on Your own 


Find out for yourself. First, tell what these eight values mean to you. For each one, give a definition, a description or 
an example. Then number them to show how Important you think each one Is: #1 is at the top, #8 the bottom Then 
meet with your group and compare opinions. You'll probably be surprised. 



Tart Two 


in Your Group 


croup Leader: Get your group together to talk about the members' definitions and rankings. Which value rated 
numberone? Which was at the bottom? Then compare the definitions of Individual values, work to see If the 
group can reach a general agreement about what each one means. 

Recorder: Once the group completes the discussion of what each value means, write the meaning In the appropri¬ 
ate space on a blank worksheet or on an index card. 

croup Leader After the group has discussed all eight values, do a $ roup ranking. Remember, one is at the top; 
eight at the bottom. Then talk about how you think your parents would probably rank each value. 


Cl994 Lifetime learning Systems, Inc 


I SRRwi BSEI3VI n W^Z “irrl, r/TTTS Tl i 


in dL 
































JJhat Qould 


When you were younger, you were told to always tell the truth, so you did. But as you got older you were told 
not to be a tattle-tale. What were you supposed to do - tell the truth or keep quiet? You’re probably still facing 
confusing situations, where beliefs and rules seem to be at odds. How do you decide which one to follow? work 

with your group to try to figure out whafs going on. 

in Your Group 

croup Leaden call your group together to talk about the situations below - one at a time. Give group members 
time to read each situation and make notes for discussion. Encourage everyone to tell what they think might affect 
the person's decision. 

Recorder: List the options group members give for each situation. Also record their opinions about what should be 
done and what was probably really done. 

Croup Leader: The group might not agree on what they think Pat or Chris should or would do. If they disagree, take 
a vote to see which opinion seems to be the most common. 

Recorder: Record the votes and compare them with other groups when the class meets. 

Group Leader: Talk with your group about which of the eight values from Activity One were involved In making 
decisions In these situations. (Refer to poster.) 


Situation 


Chris knows that two classmates who have been 
ranking on each other plan to have It out after school. 
It is likely that real trouble could develop because both 
of them have knives. And kids are starting to take 
sides. A teacher has heard rumors about the planned 
fight and asks Chris If It Is true. 

1. What could Chris do? List as many options as you 
can. 



mm 


Pat finds a wallet on the bus. There’s $250 in It along 
with three credit cards, in addition, there is a drivers 
license with the owners home address and a business 
card that includes the owners work phone number 

1. what could Pat do with the wallet? List as many 
options as you can. 



2 . What should Pat do with the wallet? 

3 . What do you think Pat really did with the wallet? 

4. Which of the eight values were Involved in deciding 
what to do? 

bB "" lQnam lihrQrw " ocf —--—■■ 


2 . What should Chris do? ^ 

3. What do you think Chris really did? 

4 . Which of the eight values were Involved In deciding 
what to do? 
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When was the last time you were in a conflict situation? Who were you dealing with? How did you feel? How 
did you deal with It? on this sheet are three situations that have the makings of a conflict Meet with your 

group to talk about ways to deal with each one. 


in Your Group 

Group Leader Pass out copies of this activity to group members. Then pair off members of your group and assign 
each pair a situation below to role play. 

► Have each pair of students decide which character they will play. Also allow them time to take some notes on 
points they would like to bring out in the role play. They can use the back of this sheet for their notes. 

► Help the students taking part in the role play understand both characters better by switching roles during the 
role play. Once pairs get into the role playing, say "stop" and have them switch roles and continue the role play. 

► keep the role plays short. Allow three orfour minutesfor pairs to resolve their conflicts. Then stop the action, 
even if they haven't resolved the conflict. 

► Talk about what went on In the role play. Use the following questions to get started. 

• How did you feel when you were first Involved in the conflict? 

• Did your feelings change when you switched roles? 

• What did you (group) notice when roles were switched? Did feelings and actions seem to change? How? 

• How were fairness, respect, compassion or responsibility involved? Did they help settle the conflict? 
Recorder: write down the comments for each of the questions above for each role play. Be sure to keep the notes 
for each role play separate. 



Setting: Fast Food Restaurant 

Characters: Group of teens; Manager 

situation*. A group of teens keeps going to a fast food restaurant where some of their friends work. The 

manager is upset because the teens are distracting their friends from their work and feels they are 
turning the restaurant into a hangout. He approaches the teens and asks them to leave. 


Situation B 


Setting: School 

Characters: A group of students that Is picking on one student; a student who Is observing the action 

Situation: One student stutters and is always being made fun of. Usually Its done behind the student's back, 

but now it is being done right to the student's face. The student looks really hurt. The student who 
is observing approaches the group. 


Situation C 


setting: School 

Characters: student; A second student who is also a friend 

Situation: two friends share a locker at school. One of them has left a “Bulls" sweat shirt in the locker. The 

friend who shares the locker sees it and would love to wear It to show off. The friend takes the 
sweat shirt, without asking, and wears It to an after-school soccer game. The sweat shirt ends up 
being tom. The friend puts It back In the locker and says nothing, in the meantime, the student who 
owns the sweat shirt finds out what really happened. 
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ACTIVITY 


FOUR 



Friends are important You can talk over your problems with them. You can tell them how you really feel. They 
can help you better understand yourself. And they can help you in those tough spots. Meet with your group to 

talk about how you can help each other. 


in Your Group 

croup Leader: Call your group together and ask members to sit in a circle. Talk about the decisions the two kids 
below have to make. Give everyone a minute to write down how friends might make decisions easier or harder for 
them. 

Recorder: List the group's Ideas on ways friends can make the decision easier or harder. 

croup Leader: Have the group make up two more situations In which someone your age has to make a tough 

decision and talk about how friends can make that decision easier or harder. 

Recorder: write down the two situations, the decisions that have to be made and the group's Ideas on how friends 
can make the decision easier or harder. 


-1. Latanya Is with a group of her friends after school. One of them pulls out a pack of cigarettes and passes it 
around. All Latanya’s friends take cigarettes and light up. They expect Latanya to take a cigarette, too. ’ 
Latanya does not want to smoke, but she doesnt want her friends to think she's a prude either. 

How Friends How Friends 

can Make the Decision Easier can Make the Decision Harder 



2 . Shaun's friend has started carrying a gun to school. Shaun Is afraid his friend will get In trouble, or worse yet, 
hurt someone, so he tries to talk his friend out of it, but his friend will not listen. Now Shaun has to decide 
whether he should report his friend - and risk the friendship - or keep quiet. 


how Friends 

Can Make the Decision Easier 


How Friends 

Can Make the Decision Harder 














































Dear Educator: 


Please pass this card along to a colleague in a middle or Junior High 
school who might be interested in receiving FREE "Right Decisions, 
Right Now” materials. Your colleague only needs to complete and 
return this card. His or her name will be added to our mailing list to 
receive future "Right Decisions, Right Now” materials. 

Teacher Name:. 

School Name: _ 

School Address: 

City_ 

Grade(s) taught. 


FREE FREE FREE 

EDUCATOR’S STUDY GUILD™ 

Free membership includes: 

FREE TEACHING GUIDES • FREE STUDENT ACTIVITY MASTERS 

FREE WALL POSTERS 

To keep your name on our list to receive further FREE educational kits, 

complete and return this card. 

Name_Signature_ 

School_Phone (_)_ 

Address_ 

City_State_Zip_ 

Grade(s) taught_Subjects)_ 

Number of students using these materials_ 

Number of teachers using these materials_ 

Your opinion of this program is valuable to us. Please take a moment to comment. 

COMMENTS:_ 

□ VES, I'm interested In having my students write essays for the RIGHT DECISIONS, RIGHT NOW program. 

RRCVAL3 


_State_Zip 

Subject(s)_ 
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FREE 

MEMBERSHIP 
ENROLLMENT CARD 




Lifetime Learning Systems, Inc. 
79 Sanford Street 
Fairfield, Connecticut 06430 
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Lifetime Learning Systems 

79 Sanford Street 
Fairfield, Connecticut 06430 


Educational Program To Help Students: 


m 


i recognize their 
responsibilities to 

— themselves 

— to their peers 

— to the community 

i set responsible 
goals for 
themselves 

i gain confidence 
and self-image 


S609 1709TS 
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...an Experience 
in Dynamic 
Education 


Dear Educator: 


As your students begin making the transition from childhood to adolescence, they face a multitude of 
changes, one of which is taking responsibility for many aspects of their lives. Yet, if you ask them what 
responsibility means, they willnave a difficult time defining it This sixth unit of the RIGHT DECISIONS, 
RIGHT NOW program focuses on responsibility - defining it and giving students a solid foundation on 
which to form their own attitudes and actions. 


Too often, young people associate the concept of responsibility with blame 
(“Who's responsible for this?") or duty (“It’s your responsibility 7 to..."). T1 


W 

V 


activities in this program will help your students develop a more 
positive and proactive sense of responsibility, one that rests on a 
recognition of their role in a given situation, respect for the rules 
that apply to the situation and a commitment to their own set of , 
values. Working alone and in groups, they will learn to test their ' 
sense of responsibility in the decision-making process, and leant 
what it means to take responsibility for their actions, In the end, 
the program should help your students become more self-aware 
about wno they are and what they believe in, and better informed 
about their responsibilities to themselves and to others. 


y/ The RIGHT DECISIONS, RIGHT NOW program is funded by the 
R. J, Reynolds Tobacco Company, which firmly believes that children 
^ should not smoke. The program, created for use with students in grades 6-9, 
is designed to help them become more responsible, committed citizens. 


We encourage you to share this exciting program with your colleagues. Although the materials are copy- 

reproduce tner 


righted, you nave permission to reproduce them for educational purposes. 


Please take a moment to complete and return the enclosed response card Your comments help us create 
programs that will continue to meet your needs. Returning this card also ensures your continued receipt of 
free educational programs. 


We hope you enjoy completing this program with your students and watching them develop into caring 
responsible citizens as they leam to make the right decisions, right now. 


Sincerelv, 


Dr. Dominic Kinsley 
Editor in Chief 
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Introduction 

This study guide is the sixth unit of 
the RIGHT DECISIONS, RIGHT 
NOW program. The activities and 
teaching suggestions are designed to 
help students understand the 
meaning of responsibility and leam 
to take responsibility for their own 
actions. By instilling a sense of 
responsibility and commitment in 
students now, the program can assist 
you in developing future citizens 
who will accept and act on their 
responsibilities to themselves, their 
families, their community, the work¬ 
place and society in general 

Background 

Responsibility can be a nebulous 
concept for young people, especially 
as it becomes removed from their 
immediate life. Thev will readily and 
accurately tell you that it is their 
responsibility to do their homework 
or take out the trash. Yet they will 
have a difficult time identifying their 
responsibility toward their commu¬ 
nity or even their school and peers. 
Some may not recognize that they 
have specific, personal responsibili¬ 
ties in these areas, while others may 
feel personally burdened with 
responsibilities that are beyond 
them. As students work through the 
activities in this program, they will 
leam how responsibility can be both 
an individual and a group concern. 


To measure students' understanding 
of responsibility before and after 
they complete the activities, you 
might discuss the following situation 


with them - determining who is 
responsible, how they are responsi¬ 
ble and why. 

A group of teens is hanging out on a 
street comer, just talking and down - 
ing around. One teen challenges 
another to see who can take out the 
streetlight. They begin tossing rods, 
until the light breaks. Several days 
later, a young boy runs out into the 
road and is almost hit by a car 
because the driver didn't see him due 
to the darkness. Local residents 

a ttain to tom officials about die 
en ligjit and me dark comer, 
wanting to know why it wasn't fixed. 
Whose responsibility was it to ken 
that comer safe byhavinga wonting 
streetlight? 

Initially students may think it is the 


working. After completing the 
activities in this program, students 
should recognize that the responsi¬ 
bility is actually shared tty town 
officials as well as the kid who broke 
the light, and the other kids present, 
who were responsible for not 
stopping the damage and then for 
not reporting it. 

Building upon the decision-making 
skills and techniques taught in 
earlier RIGHT DECISIONS, RIGHT 
NOW units, students will continue 
to exercise their skills in a series of 
activities that reflect real-life situa¬ 
tions. As students complete the 
activities, they will be encouraged to 
reflect upon die factors that influ- 


if- 


decisions as they travel the road of 
life. The guide wiQ be general in 
nature, but will include tips that are 
applicable to almost any tough 
decision-making situation in which 
students find themselves. 

Intended Audience 

The RIGHT DECISIONS, RIGHT 


have learned to specific situations. " 
The program will culminate with 
students using their decision- 
making skills to create a "teen guide" 
that will help them make the right 


The materials can be incorporated 
into social studies, health or life skills 
classes. 

Objectives 

This unit of the RIGHT DECISIONS, 
RIGHT NOW program ijdesigned to 
help students: 

• recognize their responsibilities to 
themselves and otners -both 
now and in the future. 

• understand the importance of 
making commitments and being 
responsible for seeing those 
commitments through. 

• realize that they play an impor¬ 
tant role in society, and develop in 
them a feeling of empowerment 
that they can help guide the 
success of their school and 
community. 

• use the skills and insights they 
have learned in previous units 
pertaining to dedsion-makine, 
consequences of decisions, refusal 
skills, values and conflict resolu¬ 
tion as they take on responsibility. 

• gain confidence and a positive 
self-image. 

• leam to work cooperatively with _ 
their classmates to create an 
atmosphere within their school, 
and community, in which stu- 
dents take responsibility for their 
own actions and those of their 


peers. 
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introduction 

Introduce the activity by clarifying 
with students the meaning of the 
word responsibility. Write the word 
on the chalkboard and ask students 
to give you words, phrases or sen¬ 
tences that come to mind when they 
hear this word. Then use students' 
answers to write a class definition for 
responsibility. Extend the discussion 
by asking students to share their 
concepts of what their responsibility 
might be to the community, to the 
school and to themselves. 


As you distribute the worksheet for 
Activity One, tell students that they 
are going to explore these issues, 
beginning with their responsibility to 
the community, by looking at specific 
situations and determining who is 
responsible and what their roles 
would be. 

On Your Own 

Encourage students to use this part 
of the activity to examine their own 
feelings and beliefs as they determine 
their responsibility to the communi¬ 
ty, other citizens and to themselves. 
Conduct a class discussion on this 
pan of the activity before students go 
on to their group work. Remind 
students that they do have choices in 
what they should do, cautioning 
them not to try to be heroes in 
situations that involve danger. 

in Your Group 

Have group leaders call their groups 
together to complete this section of 
the activity. Set a time limit that is 
appropriate for your class, after which 
you will ask the recorders to report 
their group findings to the class. 
Encourage them to focus on the 
differences between those group 


members who felt responsible and 
those who did not Elicit from 
students how attitudes can affect the 
actions of community members. You 
might also ask students to share any 
difficulties they had in defending a 
position that was not their own. 
Discuss the value of’stepping into 
someone else's shoes" for a emis¬ 
sion like this. 

Extending the Activity 

1. Ask students to share some 
projects that they are involved 
with that show responsibility 
toward the community. Some of 
these might be recycling, actively 
practicing and encouraging others 
not to litter, working with volun- 


improving reading or other school 
subjects, helping the elderly with 
yard work or carrying groceries, 
etc Take this opportunity to 
encourage stuaents to volunteer, 
perhaps having each student 
make a commitment to helping 
someone in need for a week or 
more. 

2. Ask students to scan the newspa¬ 
per for a week, clipping and 
compiling articles mat deal with 
community issues. Using those 
articles, have students identify 
who is responsible for taking some 
form of action in each one. 
Students should be prepared to 
give reasons for identifying the 
"responsible" individuals or 
officials. 


Activity Two 
Your School 
... what is your 
rote? 

Objectives 

• To help students evaluate and 
define their responsibilities to their 
school community. 

• To help students recognize the 
many decisions they make while 
at school. 

• To allow students to see the 

importance of those decisions that 
may impact their goals for the 
future. y 

Introduction 

Many of the decisions that students 
make at school will involve friends or 
classmates, with peer pressure and 


review the concepts of peer pressure - 
overt pressure such as teasing, 
challenging or dropping someone 
from a friendship or group - and peer 
influence-ihe pressure students put 
on themselves to be a part of the 
group. Guide the discussion so that 
students can see how these powerful 
factors might conflict with tfieir sense 
of responsibility when making 
decisions. 

On Your Own 

As students complete this part of the 
activity, remind them to think about 
these actions in terms of responsibili¬ 
ty to teachers, other students and 
themselves. Then they should think 
.about how most students would 
react to each action noted and base 
their recommendation on those v 
reactions as to whether there should 
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be rules about these things, or they 
should be left up to the individual 
students to decide. 

In Your Group 

Have each group leader call the 
group together to share their 
thoughts on the On Your .Own part of 
the activity and to debate one of the 
two propositions. Depending upon 
your class, you can have students 
debate either formally or informally. 

If you choose to have a formal debate, 
review the debate format: (1) opening 
statements from both pro and con 
teams, (2) questions from pro to con, 
(3) answers from con, (4) questions 
from con to pro, (5) answers from pro 
and (6) closing statements from both 
pro and con. Encourage students to 
write down the key points they wish 
to highlight so that they can refer to 
them during the debate. Remind 
students that they might anticipate 
the opposition's statements ana 
questions by "stepping into their 
shoes" and looking at the issue from 
another perspective. 

Since preparing for a debate may take 
additional time, you may wish to 
extend this part of the activity over 
two or three class periods. Once the 
groups are ready, have them debate 
before the entire class. When all 
groups have had an opportunity to 
debate, the class can discuss any 
interesting ideas that evolved from 
this exercise. Perhaps they might 
wish to take responsibility for their 
actions and the actions of those 
around them by following through 
and implementing some new rules or 
guidelines for their school. Caution 
them, however, to work through the 
student council or the administration. 


Extending the Activity 

1. Invite the principal and student 
body council members to your 
debates. Ask your students to 
share what they have learned 
about community, responsibility, 
commitment, issues and values 
with those guests. 

Z Students might take a poll of their 
classmates' concerns or issues at 
school They should graph and 
discuss the results before present¬ 
ing them to the administration 
and/or student body council 

Activity Three 
I Believe... 

Objectives 

• To help students clarify their sense 
of personal responsibilities. 

• To help students determine what 
they value and what their goals 
might be. 

• To allow students to define them¬ 
selves as individuals. 

Introduction 

As you move from the social responsi¬ 
bilities featured in Activities One and 
Two to persona] responsibilities, invite 
students to compare the two by 
creating two lists: one of responsibili¬ 
ties they feel are their own; the other 
of responsibilities they feel others - 
especially adults - impose upon 
them. Some examples: 

• Taking care of possessions 

• Completing homework 
assignments 

• Being home at a reasonable time 

• Taking care of their appearance 

• Showing respect for older people 

• Performing tasks at home 

Some students might list all these as 
imposed responsibilities, while others 
will say they feel some measure of 
personal responsibility for one or 
more items on the list. 


Close your discussion by pointing out 
that even our personal sense of 
responsibility can be influenced bv 
commonly held beliefs and attitudes. 

In Your Group 

Before students meet in their groups, 
talk about sayings that represent 
people's beliefs. Give an exaggerated 
example such as "only tall people are 
good at basketball." Discuss the 
validity of this statement with stu¬ 
dents (is it true, what is tall, what is 
good, etc.) ft a short person truly 
believed this, how might it affect his 
or her attitude and actions in playing 
basketball or trying out for the 
basketball team? Explain that they 
will be doing an exercise to see how 
specific sayings might affect how they 
act 


Once the groups have completed the 
exercise, invite them to share their 
findings in a class discussion. Help 
students understand that if they 
agreed with numbers 2,3,5,7 and 8, 
they probably believe that things 
outside their control rule their fives. 
Encourage and help these students to 
find ways to develop a more positive 
outlook andgain control over their 
own lives. Those who agreed with 
numbers 1,4,6,9 and 10 probably 
have a more positive outlook and 
control over their lives. Encourage 
these students to continue to take 
charge of their lives and make 
decisions that are right for them. 


On Your Own 

Explain to students that many 
organizations have credos to help 
them remain focused on their beliefs 
and/or mission. Discuss with stu¬ 
dents why this might be important to 
an organization and to an individual - 
Research has shown that organiza- 
„ tions that have a written mission 
statement succeed in accomplishing 
that mission more often than those 
that don't have a written mission 


http://leaacv.librarv.iiofif.fibn/tirirnifi07.-i0flrrafl.. 
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Program Components 

1. Four activity masters to reproduce 
as individual and group worksheets. 

Z This teacher's guide that contains: 

• suggestions for introducing and 
presenting each activity. 

• ideas for extending each activity. 

• a list of resources for additional 
information. 

3. A full-color poster that encourages 
students to remember that making 
the right decisions is important in 
achieving positive goals. 

4. A teacher response card that allows 
you to comment on the program. 
Please return this card to ensure 
that you remain on our mailing list 
and receive future free educational 
programs. 

Implementing the 
Program 

introducing the Activities 

As you present each activity, plan to 
give students enough background 
information to prepare them for 
completing the On Your Own and In 
Your Group parts of the worksheet. 
Through exploring their own beliefs 
and working within groups, students 
will examine many aspects of responsi¬ 
bility and how it operates - in their 
community, in their school and in their 
own lives. Then you can reconvene 
the class, sharing students’ findings 
and feelings about responsibility. 


Group Work 

The program is designed for students 
to work collaboratively on one portion 
of each activity. If your class is already 
arranged for cooperative learning, use 
your groups of 4-6 students. Other¬ 
wise, group students randomly or by a 
selection method that works well for 
your class. You can have students 
remain in the same group throughout 
the unit or change groups for each 
activity. 

Each group will need a group leader 
and a recorder, The group leader is 
responsible for facilitating the group's 
discussion and keeping the group 
focused on the task. Tne recorder will 
record the group's comments; discus¬ 
sion and/or answers, and report die 
group's conclusions to the class. These 
roles should change with each activity. 

The following rules should be intro¬ 
duced to the entire class in the begin¬ 
ning of the unit, then reiterated by the 
group leader before each group 
activity. 

1. Students may pass if they feel 
uncomfortable sharing about 
certain topics. 

Z No put-downs. 

3. Students must take turns talking 
and contributing to the discussion. 

Poster 

The poster encourages students to take 
charge of their livesby accepting 
responsibilityfortheirownfutures. It 
contains some simple tips - tools for 
making decisions. These tips are 
comprised of the skills and techniques 
that students learned in earlier units-of 
the RIGHT DECISIONS, RIGHT NOW 
program. Display the poster in your 
classroom so that you and your 
students may refer to it when neces¬ 


sary. Encourage students to continue 
using these tips both inside and 
outside of school for greater success in 
achieving their personal goals. 

Follow4ip 

After you have completed this unit: 

• encourage students to continue 
sharing situations that call for 
responsibility and commitment. 

• offer positive feedback for students 
who exhibit the qualities discussed 
here. 

• encourage students to share any 

news articles that feature people 
who exhibit both positive and 
negative examples of responsible 
behavior > 

• reward and praise students who are 
positive role models inspiring others 
to act responsibly. Also encourage 
your students to find those role 
models among their peers. 

• invite committed parents or mem¬ 
bers of the community who exem¬ 
plify responsibility to your class¬ 
room as guests. Your guests might 
share their experiences with your 
students, or simply be honored with 
a reception. 

Activity One ~ 

Your Community * 

... who's s 

responsible? § 

Objectives 

• To help students gain a better 
understanding of community and - 
their roles as members of a 
community. 

• To allow students to explore and 
. define their personal values in 

relation to their roles as members of 
a community. 




Extending the Activity 

l Have students collect credos 
(mottos) from organizations, such 
as Boys' or Girls' Clubs, the United 
Way and/or individuals ifi their 
community. Share these with the 
class without telling who the 
credo belongs to. Let die students 
guess whose credo is being shared 
and what it signifies. 

Z Invite students to turn their 
credos into raps or songs. Students 
might even work in groups, 
performing their "sows" in 
sequence. 

Activity Four 
The Road to 
Success... 

Objectives 

• To help students identify tough 
decision-making situations they 
are coping with now or think they 
might encounter. 

• To give students some sound 
ground rules for handling difficult 
situations. 

Introduction 
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adolescence with both excitement 
and trepidation. The aura of inde¬ 
pendence can be quite exciting, yet 
brings with it myriad fears about 
obstacles they may encounter. As 
students begin to set goals for their 
future, they will also need to estab¬ 
lish wavs to overcome any obstacles 
that might prevent them from 
fulfilling their goals. 

Explain to students that having a 
plan to deal with any difficult 
situation or obstacle that they 
anticipate can relieve feelings of 
uncertainty or pressure they may be 
experiencing and give them greater 
control. This activity will give them 


an opportunity to work together to 
create a guide that helps them deal 
with obstacles, especially those 
involving tough decisions. 


On Your Own 

Once students have had ample time 
to complete the section, encourage 
them to state their goals and con¬ 
cerns. If you find students with 
similar goals and concerns, you 
might group them together for the In 
Your Group portion or this activity. 

in Your Group 

Have students gather in their groups 
to create a guide for themselves. As 
they create their guides, encourage 
them to refer to the poster for ideas. 
For example, they should think 
about both short- and long-term 
consequences of any decision, 
whether it be a simple one such as 
studying or going to a party, or a 


tougner one such as smoking or 
drinking. Knowing when and how to 
say No can give them an advantage. 
An important part of decision- 


should practice their decision¬ 
making skills to help them take 
controlof their own destiny. 


Extending the Activity 

1. Invite a counselor to review and 
discuss the guides with your 
students. Ask the counselor to 
give resources and support 
services available for students 
who might encounter problems 
that require more detailed atten¬ 
tion. 

Z Give each student a large piece of 
paper and direct them to write one 
important personal goal at the top 
of the paper. Then ask students to 
create a ’road map" that shows 
how they will reach this goal in 
time. Give examples on the board 
and remind students that goals 


are not achieved without a lot of 
planning and hard work. 

Culminating Activity 

Create a class mural that depicts a 
roadway to the future. Invite stu¬ 
dents to draw themselves near the 
end of the road as they see them¬ 
selves in the future. They should also 
include themselves on the roadway 
now - with symbols such as sports 
eauipment or computers - that show 
what they can do now to help reach 
that future goal. Display the mural 
for all to appreciate. 

Resources for Teachers 

E. L Feindler & R3. Ecton, Adolescent 
Anger Control Pergamon Press, 

Ann Donegan Johnson, The Value of 
Responsibility Value Commun¬ 
ications, 1978. 

B. Johnson, ed., Dealing with Social 
Problems in the Classroom. 
Kendall/Hunt Publishing Company, 
1982. 

LD. Johnson, Monitoring the Future: 

A Continuing Studv of me Lifestyles 
and Values qfYoum. Institute for 
Social Research, 3989. 
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our Community 
.who's 
responsible? 


Part One On Your Own 


"It's not my responsibility," That's 
a common response to a task that 
someone does not want to do, 
especially when it's a task that 
taxes community action. But 
who is responsible for keeping 
our neighborhoods clean and 
peaceful, our neighbors safe and 
healthy, our nation prosperous 
and strong? 


Below are some situations that you might find in any community across our nation. Pretend that you have observed 
each one and complete the form to indicate who you think is responsible for taking care of the situation and what 
responsibility might be - what you should do, 


Situation Who is Responsible? What Should You Do? 

1 An abandoned car has been in 

your neighborhood for several weeks ’ _ _ 

2. Some kids are planning to knock over 

headstones in a cemetety for fun __ _ 

3. Two kids are fighting, One goes home 

foraweapoa _ _ 

4. A homeless person has been hanging 
around the neighborhood looking 

for food and money ___ _ 


5. There is a rumor of a drug deal 

at a certain time and place £ 

—- <$ 

6. A new family moves into the ** 

neighborhood CT> 

7. An older person is being bullied _ S 


Part Two in Your Group 

Group Leader. Call your group together to discuss the situation below, focusing on responsibility, Before your 
group gets together, make up a slip of paper for each group member. On half ofthe slips of paper write "not responsi¬ 
ble;" on the other half write "responsible:' Explain to group members that the paper they draw determines the pan 
they play in the discussion. Some of them will pretend to feel responsible for doing something about the situation. 
Others will pretend to feel no sense of responsibility, Be sure members understand that the pan they play does not 
have to reflea their true feelings. 

Recorder: Record group members 1 comments. Be sure to list them under whether the member feels responsible or 
not responsible. 

Situation 

There's a mini-market not far from your school. Although it is against the law for any store to sell tobacco products 
to underage persons, you have heard that it's easy to buy cigarettes at this store. Yesterday, you were in the store 
with some friends from your class, and you watched while Josh and Michael, who sometimes smoke, went up to the 
counter and bought cigarettes with no trouble at all. . . ' 

Group Leader: Take the discussion a step further and talk about how attitudes toward responsibility can affea a 
community, either positively or negatively. The recorder can help get this discussion started by reviewing group 
members' comments. 

i 1995 Lifetime Learning Systems, Inc. 
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i Your School 

...what is 
your role? 


All students unite behind their sports 
teams, trying to cheer them on to victory. 
But are the students in your school united 
about the day-today actions that help 
make the school run smoothly? And who is 
responsible for the day-today actions of 
students-the students themselves? the 
teachers? the administration? 


Part One On Your Own 

Several school-related actions are listed here. Decide whether they are actions that need rules or if they are actions 
that students should take responsibility for personally. You can indicate your decision by writing an R next to the 
ones that you feel need rules and a P next to the ones for which you should take personal responsibility. If you feel 
both are appropriate, write R/P. 

School-Related Action Rule/Personal Responsibility 

Being late for class _ 

Doing your homework _ 

Studying for tests _ 

Fighting on school grounds _ 

Treating others in a friendly manner _:_ 

Wearing gang-related items _ > 

Smoking on school grounds _ 

Bringing alcohol to school functions _ 2 

Loud and boisterous behavior _ S 

Reporting students who do any * 

vandalism to the school _ 2 

Carrying weapons to school _ S 

Part Two In Your Group 

Group Leaden Get your group members together. Explain that they should think of themselves as members of the 
student council as they complete this activity. The student council is responsible for proposing, discussing and 
enacting rules that are to be followed by the entire student body at your schooL Reaa the following propositions, 
Have your group select one to debate. Divide the group in half. Assign one half of the group to stand in support of 
the proposition (Pro), and the other half to stand against it (Con), Then give the groups time to plan their arguments 
for a derate. 

Recorder: Record the proposition selected by your group. As group members debate the issue, list the points each 
side - pro and con - bring up. Be ready to review these points with the group, highlighting the ones the group 
•wishes to present to the class. 

TmpositionOne 

It has been proposed that a dress code be adopted at your school. Girls must wear dark-color skirts that are flared 
and fall below the knee. Boys must wear dark-color pants. Tops will consist of light-color blouses or shirts, such as 
white or pastels. Hat, dark shoes will be worn - no sneakers. Girls may wear scarves and boys ties. But no excessive 
jewelry, scent or make-up may be worn. 

Proposition Two 

It has been recommended that a zero-tolerance policy concerning violence be instituted for your school. Anyone 
found having a weapon in school, fighting on school grounds or acting in a threatening or intimidating manner will 
be expelled for the remainder of the school year. There will be no exceptions.. 

£ 1995 Lifetime Learning Systems, Inc. 





Part One In Your Group 


"What do you believe and how did you get those 
beliefs?" Could you answer this question right away if 
someone asked you? Most people would need to think 
about it for a while. Our beliefs are really an accumula¬ 
tion of many things - the influence of family, friends 
and peers; our values; the things we hear. Some of the 
things we hear over and over can guide our beliefs, 
and, consequently, the way we live. As you work with 
your group, you'll get a chance to examine some of 
those life sayings" that you hear again and again. 


Group Leader; Ask each member ofvour group to check agree or disagree for each statement. Wheneveiyoneis 
finished, read the first statement aloud. Then ask for a volunteer to explain the meaning of die statement. When 
your group agrees on the general meaning, ask who agrees and disagrees with the statement Discuss the reasons for 
each opinion, then move on to the next one. 


1. Skills make the person. 

Q Agree 

□ Disagree 

2. It's who you know that counts. 

□ Agree 

□ Disagree 

3. Street smarts are better than book smarts. 

□ Agree 

□ Disagree 

4. Having people respect and look up to you is important 

□ Agree 

□ Disagree 

5, Might is right 

□ Agree ’ 

□ Disagree 

6. Treat others the way you wish to be treated. 

□ Agree 

□ Disagree 

7. It's not who you are, but how you look that matters. 

□ Agree 

□ Disagree 

8. Money talks. 

□ Agree 

□ Disagree 

9. It's not what you say, but what you do that matters. 

□ Agree 

□ Disagree 

10. Hard work pays off. 

□ Agree 

□ Disagree 


Part Two On Your Own 


My Credo 

A credo is a statement of beliefs, principles or opinions that a person or group of people hold and live by. Think of the 
ideas, the beliefs, that help guide your life. Use these ideas to help create a credo for yourself- a guide that helps you 
know who you are and wnat you believe. 
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On the back of this sheet, create a crest to accompany your credo. Draw symbols and designs on your crest to 
illustrate what you stand for in life. 
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Success, 


You're in the driver's seat when it conies to 
the road you want to travel in life. What 
do you see for yourself down that road? 

As you know, life is not always smooth. 
Sometimes you hit obstacles or rough 
spots along the way, These times can be 
easier, however, if you have a guide or plan 
to help you over them, 


an mte _ On Your Own 

Name a goal you've set for yourself- either a 
short-term or a long-term goal. Then list 
some obstacles you might encounter that 
would hinder you from achieving that goal. 
Some examples might be; whether or not 
you hang out a lot, join a gang, smoke or 
drink; wno or how often you date; the 
friends vou choose. 


A TEEN GUIDE 

Tips for Making The Right Decisions 

Routine Maintenance: What should you do regularly to keep 
yourself in top shape for making the right decisions’ List here 
five specific things every teen should ao. Some tips might focus 
on things such as a positive attitude, being goal-oriented or 
keeping self-control, 

1 ._ 



Possible Obstacles to Achieving Your Goal: 



Part Two 


In Your Group 


Group Leader Bring your group together to 
create a "teen guide" forgetting through the 
rough spots in life. Ask members to snare 
their goals and any obstacles they've identi¬ 
fied. They should mention specific situa¬ 
tions they feel they might find themselves in, 
and how their choices could affect their 
achieving their goals. Then brainstorm ways 
they can prepare for those obstacles and 
tough decisions. 

Recorder List all the ideas that members 
give for each section of the guide. Then go 
back and star the ideas the group thinks will 
work best. Use these ideas to formalize your 
guide. 

Group Leader Be sure each group member 
makes a copy of the guide for reference. 


Rules <rf the Road: There are millions of other teens cfuising 
the highway of life. List five rules for keeping things running 
smoothly. Some rules might deal with such topics as avoiding 
conflict, negative peer pressure, prejudice or showing respect for 
others. 

1 ._ 

2 ._ 

3. _ 

4. ___ 

5. _ 

Troubleshooting: What are some of the signs that a tough 
decision might be coming? How can you fix the problem before 
you need a major overhaul? Some examples are given. You add 
to the list. 

Signs of Trouble How to Handle It 

Poor grades _ 

Withdrawn or depressed _ 

Arguments at home 


In an Emergency: How can you handle a tough decision on the 
spot? Some examples are given. You add others. 

Emergency Situations What Tb Do/Who Tb Call w 

Offered a cigarette __ £ 

Dared to steal _® 

Pressured to drink 
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r about the consequences of your decisions - both 
short- and long-term, for yourself andfor others. 

when and how to 
- and do it. 


rY|| I /l iAi positive beliefs and values - ones that 
rWmLwVVare important to you. 
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are important to you. 

ig well thought-out decisions to 
help you along the road to success. 
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Dear Educator: 



The news is full of stories about young people carrying guns to school, 
joining gangs, using drugs and pursuing many other risk behaviors. One 
reason that so many young people engage in these behaviors is that they 
feel powerless. Teens who suffer from low self-esteem tend to think that 
they are being moved by forces beyond their control, such as having to do 
whatever their friends want (or what they think their friends want). Help¬ 
ing your students develop their skills as decision makers is one of the best 
ways to prepare them to reject risk behaviors. 

With experience and guidance in making decisions, your students can gain 
a new sense of confidence and self-direction. By learning to look at the 
consequences of their actions — particularly long-term consequences — 
they can begin to recognize that they have a strong measure of control 
over shaping the events in their lives. 

This study guide is a part of the RIGHT DECISIONS, RIGHT NOW program 
which is designed to help students develop the capacity to make the 
decisions that are right for them. The program is funded by the R.J. *■ 
Reynolds Tobacco Company, which firmly believes that children should not 
smoke. Developed for use with students in grades 6-9, the activities help 
students examine the consequences, both immediate and future, that 
could result from the decisions they make. 

We encourage you to share this exciting program with your colleagues. 
Although the materials are copyrighted, you have permission to make as 
many copies as you need for educational purposes. 

Once you have had an opportunity to review the program, please take a 
moment to complete and return the enclosed response card. Your 
comments help us to create programs that continue to meet your needs. 
Returning this card also ensures your continued receipt of free educational 
programs. 




Enjoy watching your students gain a sense of confidence 
and self-direction as they complete the activities in 
this program, learning to make the right decisions 
for themselves, right now! 


Sincerely, 




Dr, Dominic Kinsley 
Editor in Chief 


LIFETIME LEARNING SYSTEMS, INC. 

...an Experience In Dynamic Education 

79 Sanford St. Fairfield, CT06430 (203)259-5257 


httD://leaacv.librarv.ucsledu/tid/: 
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INTRODUCTION 

According to a 1990 study by the 
National Institute on Drug Abuse, 
Adolescent Peer Pressure: Theory, 
Correlates and Program Implications for 
Drug Abuse Prevention, and other 
research, grades 6 and 7, in particular, 
are the most important grades for 
reaching students and preventing risk 
behaviors. By the time students reach 
grades 8 and 9, their doubts about 
their own identities and values makes 
the task more challenging. 

This study guide is a continuation of the 
RIGHT DECISIONS, RIGHT NOW 
program. The materials and teaching 
suggestions are designed to improve 
students' decision-making skills by 
helping them focus on the immediate 
and future consequences of their 
decisions and the effect their decisions 
might have on other people, 

The previous RIGHT DECISIONS, 

RIGHT NOW study guide, which you 
received at the beginning of the school 
year, emphasized the role of peer 
pressure and peer influence on the 
decisions young people make. You may 
wish to review these two forms of 
pressure before you begin this phase of 
the program. 

■ Peer Pressure — Adolescents may 
be taunted or teased into doing 
something they don't want to do or 
that they know is wrong. (E.g., 

"My friends smoke. They are 
pushing me to start, I don’t want 
to be different, sol'll do it.") 

■ Peer Influence — Young people 
who engage in risk behaviors often 
do so because they assume they 
have to in order to be accepted, to 
be liked or to have and maintain 
friendships No outside pressure is 
applied; instead, the individual 
creates an internal pressure out of 
the desire to fit in. (E.g., "The cool 
kids in school smoke. I want to be 
cool. too. I’ll start smoking, so I 
can be like them.") 

The previous materials also developed 


six mental steps involved in the deci¬ 
sion-making process: 

1. Identifying the conflict that makes 
a decision necessary. 

2. Setting a goal. 

3. Weighing the alternatives. 

4. Considering the consequences of 
each alternative. 

5. Arriving at a decision, 

6. Reflecting on that decision. 

In this phase of the RIGHT DECISIONS, 
RIGHT NOW program, students will 
review those steps and then concen¬ 
trate on analyzing the short-term 
results and possible future conse¬ 
quences of the kinds of decisions they 
may face in the near future and 
beyond. The role of peer pressure and 
peer influence on those decisions will 
be analyzed as well. 

INTENDED AUDIENCE 

This program is designed to be used 
with students in grades 6-9 in social 
studies or health classes. The activities 
are developed to help students look 
beyond the immediate, and focus on 
the future consequences of their 
actions. 

OBJECTIVES 

This phase of the RICHT DECISIONS. 
RIGHT NOW program is designed to 
help students: 

■ review the difference between peer 
pressure and peer influence. 

■ review and apply the mental steps 
involved in making a decision. 

■ recognize that most decisions have 
both short- and long-term 
consequences. 

■ identify ways in which their deci¬ 
sions can affect other people. 

■ analyze warning labels as sources 
of information about short- and 
long-term consequences of using 
specific products. 

■ examine a variety of risk behaviors 
in terms of immediate results and 
future consequences. 

■ identify sources of helpful informa¬ 
tion about the possible risks and 
consequences of important 
decisions. 


■ gam experience and confidence in 
making personal decisions. 

PROGRAM 

COMPONENTS 

This program contains the following 
components: 

1. This Teacher’s Guide which 
includes: 

• A statement of program 
objectives. 

• Background information. 

« Suggestions for presenting each 
activity. 

• Ideas for extending each 
activity. 

• A list of resources. 

2. Four Activity Masters to reproduce 
as individual worksheets for 
students. 

3. A full-color poster that encourages 
students to think about the conse¬ 
quences of decisions they may 
make now. 

4. A teacher response card which 
allows you to comment on the 
program. Return this card to 
ensure that you remain on our 
mailing list and receive future free 
educational programs. 

USING THE PROGRAM 
COMPONENTS 

Activity Masters 

Use a photocopier or other school 
equipment to make copies of each 
Activity Master to serve as individual 
worksheets for students. The activities 
are presented in an effective learning 
sequence, but you may wish to change 
the sequence to meet the needs of your 
students. 

Poster 

Display the poster in a prominent place 
in the classroom and use it to introduce 
the program. Remind students that 
making a decision involves a lot of 
thought processes. Using the poster's 
example of deciding whether or not to 
drink, discuss some of those processes, 
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Ask students to identify some of the 
thoughts that probably go through the 
girl's head as she makes the decision. 
Elicit from students that some conse¬ 
quences, such as fitting in with the 
group or forgetting problems, may 
seem good at the time but, when 
looked at over the long range, are not 
so good. 

After going through the decision¬ 
making process, ask students to 
identify the decision the girl made (not 
to drink) and why they came to that 
conclusion. Talk about what might 
have happened if she had made the 
decision to drink. 


A c t i v i t 




THE DECISION j 

TRACK 

Introduce this activity by reviewing the 
six mental steps involved in making a 
decision and list them on the chalk¬ 
board: 1. identifying the conflict (often 
referred to as “the occasion for making 
a decision"); 2. setting a goal; 3. weigh¬ 
ing the alternatives; 4. considering 
consequences; 5. arriving at a decision; 
6. reflecting on the decision. Remind 
students that our minds do not go 
through this process in a neat and 
orderly way. Instead, one step flows 
into another and sometimes we jump 
around from one to another and back 
again. In addition, we sometimes 
short-circuit the process and act on 
impulse or give in to outside pressure 
from friends But. when we take the 
time to think about an important 
decision, knowing about the steps can 
make a big difference, In fact, some 
very successful people actually write 
out every step in the process when 
they are faced with a tough decision. 
(This practice may have originated with 
Benjamin Franklin.) 

Parti 

Distribute the activity sheets and have 
students define each of the steps in 
their own words. Caution students 


not to write examples at this time. 
Take time for students who may have 
questions or may want to talk about 
the process. As you finish the discus¬ 
sion about the steps involved in making 
a decision, point out the importance of 
going through the steps, especially 
reflecting on one's decisions. 

Explain that most of the life-shaping 
decisions we make can be reversed: if, 
upon reflection, a person does not feel 
right about a decision such as dropping 
out of school or experimenting with 
drugs, it is often possible to go back 
through the steps, rethinking the 
alternatives and the consequences, 

Even when a decision is made that 
results in negative consequences, 
young people can help stop them by 
going back through the process, 
making new decisions. 

Part II 

Take students through the process 
step by step, using the example of a 
student making the decision whether 
or not to begin smoking. Some of your 
students may have already made the 
decision to smoke. Without pointing 
fingers, you can use the Decision Path 
to talk about how students their age 
might come to this decision. Use the 
following questions and suggestions to 
initiate a discussion. 

■ What steps did they go through? 

■ How was peer pressure or peer 
influence likely to be involved? 

■ Then remind students that most 
decisions can be reversed. 

Suppose, for example, on reflec¬ 
tion, a student is not happy with 
this decision, Elicit from students 
that by going through the steps in 
a reasonable manner, the person 
may come up with a different 
decision. 

■Extending the Activity 

1. Use biographies or novels the 
students are reading to find 
examples of the decision-making 
process at work. Encourage 
students to identify the decision 


and the factors that led a person 
to make an important, life-shaping 
decision. Working in pairs or small 
groups, students can even chart 
the steps involved in the individ¬ 
ual’s decision path. 

Invite an adult who would be a role 
model for your students to talk 
with the class about an experience 
in making a difficult decision. Ask 
the visitor to talk about what was 
involved in making a decision that 
might have been unpopular (not 
going along with the crowd) or that 
involved overcoming temptation 
(turning away from smoking or 
using alcohol or other drugs). 
Encourage students to scan 
newspapers, looking for stories 
about young people who have 
achieved a goal. Then have 
students speculate about deci¬ 
sions these young people might 
have faced, what forces may have 
influenced them, etc. 
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THINK ABOUT \mj 
TOMORROW 

Most adolescents tend to think only 
about the immediate results of their 
decisions. If they do think about future 
consequences, their attitude is usually 
reflected in statements such as "It 
won't happen to me" or “That's a long 
time away." 

To get students thinking about future 
consequences, ask them what a parent 
or other adult means when giving a 
warning such as. “Think about the 
consequences." Encourage students 
to give their own interpretations of the 
phrase and invite them to share 
examples of when they, or someone 
they know, heeded the warning or 
failed to heed it. You might give them 
a couple of examples to get them 
started. One example can be as 
simple as: “The weather forecast was 
for a cold front arriving later in the day. 
Jack heeded the warning and wore a 
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warm jacket. Later in the day. when 
the cold front arrived, Jack was glad 
he had heeded the warning.’' A more 
critical example might be: “Sara went 
into the video store with sojrie friends. 
She saw the cameras set up and read 
the sign that said 'Shoplifters will be 
prosecuted.’ Sara ignored the 
warnings and stole a video. As she 
left the store, Sara was stopped by 
security. She was taken to the police 
station where she was arrested and 
her parents called. Sara was banned 
from the video store, grounded by her 
parents and ordered by the court to 
complete one hundred hours of 
community service," Use the discus¬ 
sion to develop the idea that conse¬ 
quences can be immediate (you steal 
something and are caught), and they 
can also involve the future (having a 
police record or a reputation for 
dishonesty, which also have future 
consequences such as difficulty in 
obtaining jobs). 

Parti 

Divide the class into groups of three 
or four to complete the chart on the 
activity sheet. Before students begin, 
remind them that both immediate 
results and future consequences can 
be positive, negative or both, 

When all groups have finished Part I, 
discuss the results. You can use the 
following questions as discussion 
starters: 

■ In what ways were the students' 
responses similar? 

■ What differences emerged? 

■ In what ways did peer pressure or 
peer influence affect results? 

In situations '.2.4 and 6. students 
ma\ reel that one immediate result 
was maintaining friends or a sense of 
belonging to the group. In situations 
3 and 5. they are likely to say that the 
decision will be unpopular with 
friends Von might want to talk about 
the students responses to those two 
situations Ask: 

■ Do \ ou think the decision made 
was realistic? 


■ How difficult would it be in either 
situation to resist the pressure of 
friends? 


Discuss the kinds of long-term 
consequences the groups came up 
with and how far into the future they 
carried their analysis. For example: 
■ Did any of the groups feel that a 
long-term risk of starting to 
smoke might be lung cancer, 
emphysema or heart disease? 


Use the smoking example to intro¬ 
duce this important question: 

■ Why do young people who know 
what the future consequences 
might be still engage in risk 
behaviors like smoking? 


Your students are likely to express a 
number of opinions, such as: 

■ giving in to the pressure of friends. 

■ kids don’t think about the future. 

■ they don’t think the conse¬ 
quences will affect them. 

■ they don't care about the future. 

■ adults do it, so why can't they? 
Encourage discussion of the question 
as long as it seems profitable. The 
discussion itself will help some 
students realize that the decisions 
they make now can affect them far 
into the future. 


Part II 

Keep the class in the small groups to 
work on Part II, choosing two of the 
situations for each group to discuss. 
Students should use their imagina¬ 
tions in considering how others might 
be affected by their decisions. It is 
easy enough to think of how a parent 
or friend might be affected: encour¬ 
age them to imagine beyond that. 

For example: 

■ Who would be hurt by the 
trashing of the buses? 

■ How might the joy ride lead 
to harm to others? 

Groups can then take turns 
drawing webs on the chalk¬ 
board to show the other 
people who were affected 
by the decisions. 

_kK 


Extending the Activity 

1. Allow students to choose any of 
the situations from Part I to write 
about. Encourage them to 
change negative decisions to 
positive decisions before writing. 
The writing might be a personal 
narrative, a short story or play 
with invented characters, a 
journal entry, or a letter. 

2. Challenge the groups that 
worked together on this activity 
to design a television commercial 
that encourages young people to 
think about the future conse¬ 
quences of their decisions. Plans 
should include ideas for visual 
images, music or sound effects 
and narration. The class can vote 
on which commercial it thinks 
would be most effective. 

3. Assign each group one of the 
situations from the activity sheet 
to role play for the class. Stress 
the importance of including 
reasons for their arguments. 
Encourage the groups to depict 
the situations realistically, with 
friends pointing out the immedi¬ 
ate and long-term consequences 
to the main character. 


Activity 



CHECK THOSE 
WAHNIHB LABELS 

Certain products have potential risks 
associated with their use. Many 
companies that produce these 
products must, by law, warn the 
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consumer about these risks. They do 
so by placing warning labels on these 
products. A sampling of these labels 
is included on the activity sheet. 

• 

Introduce the activity by asking 
students what kinds of warnings they 
commonly hear from parents or other 
adults. Have them distinguish 
between warnings about immediate 
consequences (E.g., “Put on sun¬ 
screen so you don't get burned.") and 
those involving the future (“You need 
good grades now if you want to go to 
college."). Briefly discuss other 
warnings they see in the community, 
such as warnings about skate 
boarding, using a seatbelt and street 
traffic signs. Point out that, in many 
cases, the warning provides informa¬ 
tion about a potential risk, such as 
approaching a pedestrian crossing 
when you're driving or that a store 
uses video cameras to prevent 
shoplifting. 

Parti 

As you distribute the activity sheets, 
tell students that other kinds of 
warnings can be found right in their 
own homes — in the form of warning 
labels on products that have potential 
risks to the consumer. As students 
begin Part I of the activity, tell them 
that they should answer for every 
product: if they are unsure of the 
type of product the warning label 
might be on. they should make their 
best guess. Aiso. in analyzing the 
labels, they should think in terms of 
both the immediate and long-range 
consequences. If students do have 
problems identifying the type of 
product, you might allow them to 
uo'k in pairs or small groups. 

Answers: After students have 
completed Part i of the activity, use 
their responses and the following 
ideas as the basis for discussion: 

1. Product: alcoholic beverages. 
Note that both short-term and 
future consequences are given. 


2. Product: cigarettes. While the 
warnings involve long-range 
consequences, you might ask the 
class what the short-term results 
of smoking are. Some of the 
smokers in the class may be 
surprised by the responses of the 
nonsmokers. 

3. Product: cough medicine. Many 
over-the-counter medicines carry 
a simitar warning. 

4. Product: instant glue. Sniffing 
the fumes from glue or from 
various aerosol products has 
become a disturbingly common 
form of substance abuse among 
children. Misuse of these 
substances can have both 
immediate and lasting 
consequences. 

5. Product: prescribed pain killers 
such as percodan or codeine, 
According to Crowing Up Drug 
Free; A Parent s Guide to 
Prevention, published in 1991 by 
the U.S. Department of 
Education, the abuse of prescrip¬ 
tion medicines is a major prob¬ 
lem area for drug addiction. 

Using these drugs illegally and 
getting caught is an immediate 
consequence; addiction is likely 
to be tong-range. 

6. Product: electrical appliance. All 
electric tools and appliances like 
hair dryers carry warnings about 
the dangers of use near water. 

Partll 

Divide the class into groups to 
determine other products they feel 
should have warning labels. 

Encourage them to devise their own 
warning labels for those products. 

Depending on the age and life 
experiences of your students, you 
might use the discussion to raise the 
' question of why people their age 
would ignore such warning labels. As 
in the discussion of Activity 2, the 
question will elicit a variety of 
responses. Talking about this can 


increase students' awareness of the 
need to think through a decision 
before they act — to weigh any 
possible benefits against the short- 
arid long-term consequences. 

Extending the Activity 

1. As a homework assignment, have 
students look for warning labels 
on products at home. They 
should copy the labels rather 
than bring any product to school. 
Encourage them to find warnings 
on products that have not been 
discussed — other kinds of 
medicines, plastic bags, 
microwave ovens and television 
sets or computers. Collect all 
warning label facsimiles and 
redistribute, challenging students 
to identify the products. 

2. Divide the dass into groups to 
brainstorm why it would be 
beneficial for them to make a 
habit of reading and heeding 4 
warning labels. Croups can then 
share their ideas with the rest of 
the class, 

3. Have students prepare a debate 
on the topic of banning advertis¬ 
ing on or for potentially risky 
products. Assign two groups to 
prepare arguments on opposite 
sides of the issue. Encourage 
students to cite references from 
magazine or newspaper articles 
when debating, Conduct the 
debate for the full class, with all 
students voting for or against the 
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WEIGH THE 
CONSEQUENCES 

Introduce the activity by explaining 
that students will now have the 
opportunity to examine the possible 
consequences of decisions they might 
face. Each student should choose 
one of the listed topics to work with, 
but make sure that ail on the list are 








dealt with, even if it means assigning 
topics. Point out that they will be 
completing the chart for a decision 
already made. 

Parti 

The discussion of Part I will help 
students recognize the value of 
thinking in terms of future conse¬ 
quences when they face a life-shaping 
decision, including the potential impact 
of the decision on others. Once 
students have completed their flow 
charts, use the following questions and 
ideas to guide discussion; 

■ What were the reasons for 
engaging in any of these actions? 
This is a good opportunity to 
reinforce the messages that have 
emerged about peer pressure and 
peer influence. 

■ What were some of the immediate 
results and long-term conse¬ 
quences of each decision? In 
terms of immediate results, did the 
person gain what he or she hoped 
by the action — the approval 

of peers, feeling good (or high), 
feeling protected (by carrying a 
gun or joining a gang)? If so. how 
were these benefits offset by the 
long-term consequences? 

■ Suppose the person you wrote 
about had thought through the 
future consequences of the action. 
Do you think that person might 
have made a different decision? 
Why or why not? You can discuss 
this question in terms of the values 
the students hold. What value was 
the person guided by in making 
the decision 7 And what values are 
invoked in considering future 
consecuences 7 Try to draw out 
the idea that placing a high value 
on being accepted by peers can 
Dima people to far more important 
values such as the kind of person 
they want to be. or what they want 
to do with their lives. 

■ Who else do you think would be 
affected by the decision and how 
might they be affected’ 

Encourage the students to think 


beyond those in the person's 
immediate circle. Consider, for 
example, the accidental shootings 
that result from kids carrying guns 
or the victims of automobile 
accidents involving cars driven by 
youth without licences or those 
driving after drinking. 

Part// 

Have students complete Part II of the 
activity for the decision they worked on 
in Part I. You may want to have them 
research sources of information — 
using library resources or discussing 
possibilities with parents, a guidance 
counselor ora school psychologist. 

Discuss the lists in class. Note the 
extent to which the students rely on 
friends — or don’t rely on them. 
Students are not likely to include their 
peer group as a source of information 
about risks or consequences. Talk 
about the irony of allowing this group 
to have a powerful influence on their 
decisions. 

Extending the Activity 

1. Show the class a video dealing 

with future consequences. There 
are a number of good ones 
focusing on substance abuse. Fast 
Forward Future is most suitable for 
grades 6-7, while Straight at Ya is 
useful with grades 8-9. Both are 
among a series of programs 
developed by the U.S. Department 
of Education and can be borrowed 
from the Department's Regional 
Centers. For the address of your 
Regional Center, write to the U.S. 
Department of Education. 
Washington. D.C. 20202 or 
contact your state education 
department. / 

2. Have students develop their // 

own play on the topic of fj i 
"Weigh the i7 4 

Consequences." I 

Encourage them to think I 

in terms of creating a l 

drama for students two 1 i 


or three years younger than 
themselves, The process itself will 
reinforce the learning that has 
taken place by challenging stu¬ 
dents to put the ideas in their own 
words. Polished plays can be 
video-taped or presented in live 
performances for lower grades. 

3. I nvite a speaker such as a social 
worker, principal, guidance 
counselor, psychologist or police 
official to speak to the class about 
local places they can contact for 
information to help make them 
better prepared for making 
important decisions. 

Resources. 

D.S. Elliott. D. Huizinga. & S.S. Ageton. 
Explaining Delinquency and Drug Use. 
Beverly Hills. CA; Sage Publications. 
1985. 

L,D. Johnson. Monitoring the Future; A 
Continuing Study of the Lifestyles and 
Values-of Youth, Ann Arbor. Ml, 
Institute for Social Research. ! 989 

Joyce Tobias. Kids and Drugs, Annandale. 
VA.PANDAA Press. 1987. 

The Rand Corporation. Teensin Action: 
Creating a Drug-Free Future for 
America's Youth. Rockville. MD, 
National Institute on Drug Abuse. 
1985. 

U.S. Department of Education. What 
Works: Schools Without Drugs, 
Rockville, MD, National 
Clearinghouse for Alcohol and 
Drug Information. 
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^ACTIVITY 



THE DECISION TRACK 



Making decisions is like breathing. You do it all the time. Some deci¬ 
sions are easy to make. Others require a lot of thought. Remember, whether 
easy or tough, making a decision Involves a process of complex mental steps. 


Parti 

You’ve probably been told many times to think before you act. What you 're really being told Is to take 
the time to think about the consequences of your decision before you do something. This takes prac¬ 
tice. You can start with a workout on the decision track. Beginning with Step 1, explain in your own 
words what each step means. (Do only this part for each step now.) 


Step 1: Conflict Step 4: Consequences 

What it means; What it means: _ 


Example: 



Step2: Coal 

What It means; _ step 5; The Decision 

- What It means: _ 


Example: 


Example: 


Step 3: Alternatives step 6: Reflection 

What it means: - MM // means: _ 


Example: 



un 

CTi 

<S 

(- 1 

N) 
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Part II 

Now apply your ",think before you act” skills to this situation —> one that you or a friend might face: 
Some friends have started smoking and they're putting pressure on you to start. You want them to like 
you, but... Fill in the blanks on the decision track with examples of the steps you would go through 
in making your decision. 


© 1993 Lifetime Learning Systems, Inc. 
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THINK ABOUT TOMORROW 


when you face a decision, you automatically think about the immediate 
result — what will happen right now. For example, skipping class to go 
out on a nice spring day Is fun. But It can be a lot tougher to think about the long-term consequences — 
what the future consequences of your decision might be. For example, you get caught. On top of that, 
you miss an Important surprise quiz that you aren 'f allowed to make up. Think about the repercussions. 

Parti 

During the next few weeks and months, you will find yourself in situations that require important deci¬ 
sions. Described here are some situations you or your friends might face, along with decisions you might 
make. Under the heading Immediate Results, write what you think might happen right now — good 
and bad. Under the heading Long-Term Consequences, write what you think future consequences 
might be. Then meet with the group to which your teacher assigns you, and talk about your answers. 

Situations/Decisions ^ Immediate Results ^ Long-Term Consequences 


At a party, your friends are all 
trying pot. You want to be like 
them, so you try it too. 



2 . 


At a convenience store, your friend 
wants to steal a pack of cigarettes. 
You agree to distract the clerk so your 
friend won't think you're chicken, 





3 . 


Your parents are away. Some of your 
friends show up with beer. Everyone 
starts to drink. You know it isn’t right, 
so you tell them to stop or leave. 


4 . 


All of your friends now smoke. You 
feel like an outsider, so you decide 
to start. 



5 . 


One night, things get wild and the > 
group you're with decides to trash 
some school buses. You know it will 
mean trouble, so you go home. y 



6 . 


A friend has the keys to his parents’ car. 
He’s taking some kids for a ride. You 
know he doesn’t have a license, but you 
don’t want to miss the fun, so you go. 



Part II r r V l 

All the decisions you make affect you In some way — gdod or bad; little or big. Uke most people, you M 
probably think mostly about how your decisions will affect only you. But the decisions you make can £ 
affect other people, too. Choose two situations from Part I, and on the back of this sheet list who, 
other than you, could be affected and how they might be affected. 

O 1995 Lifetime Learning Systems, Inc. 
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ACTIVITY 


-“ \Afr»s 

.CHECK THOSE WARNING LABEIS^^^^ 


^ ™ Warnings are nothing new to you. Your parents and teachers have 

w warned you about the consequences of many kinds of actions. Most likely, you've 
heard warnings oh TV about the consequences of using drugs or dropping out of school. But did you 
know that companies warn you about possible consequences that could result from using some of their 

products? They do — by placing warning labels on these products. 


Parti 


How much do you know about warning labels on products? Check those described below. Complete 
the chart for each warning label, indicating the kind of product you think would carry the warning, and 
whether it is about immediate results, long-term consequences or both. 



WARNING LABEL 


TYPE OF 
PRODUCT 


CONSEQUENCES 


IMMEDIATE 




BOTH 


Consumption of alcoholic beverages 
impairs your ability to drive a car or 
operate machinery and may cause 
health problems. 


Surgeon General’s Warning: 
Smoking causes lung cancer, heart 
disease, emphysema and may 
complicate pregnancy. 


s Warning: May be habit % 
forming Do not take this product 
for more than seven days. If cough- 
L. ing persists, see a doctor. ^ 



Danger: Use only as directed. 
Inhaling of, or prolonged exposure 
to the fumes of this product can 
cause permanent damage to the 
central nervous system and may be 
fatal. 


This product is a controlled sub¬ 
stance, to be used only under a 
doctor 's supervision for the treat¬ 
ment of severe pain, Resale of this 
product is a federal offense. 


Warning: Electric shock could occur If 
used outdoors or on wet surfaces. 



Part II 

Use the back of this sheet to make a list of other products that you thlnfohould have warning labels. 
Then meet with your group to discuss your lists — focus on what Is dangerous about the products. 
Select a product and write a warning label for It. Present the label to the class, asking your classmates 
to name the type of product for which you wrote the warning. 


O 1993 Lifetime Learning Systems, Inc. 
















^ACTIVITY 


WEIGH THE CONSEQUENCES 



It’s easy to get caught up in today and think only about the immediate 
results of your decisions. It’s not as easy to take the time to think about future con¬ 
sequences. But taking the time to weigh the consequences can make life easier later on. 


Parti 


Some of the important decisions people your age face are listed here. Select one of the decisions and 
complete the flow chart to show who made the decision, and why you think he or she made It. Then 
describe what you think could happen as a result of that decision — Immediate results, future conse¬ 
quences and others who might be affected. 


using alcohol 
carrying a gun 
running away 


shoplifting 

smoking 


using drugs 

driving without a license 


joining a gang 
dropping out of school 


(^neDK^onMal 
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r Immediate Results: ^ 


' Future Consequences: 


_ 
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Part II 

Even when you want to think beyond the immediate results of your actions, It can be difficult to know 
what to do. You may need more Information to make those important decisions In your life. On the 
back of this sheet, make a list of sources where you can obtain Information, such as people, books, 
magazines, organizations, etc. Then circle the sources you think would be most helpful to you. 
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Educational program to help students: 

■ think about the consequences of their 
decisions—both now and in the future. 

■ gain confidence in making decisions— 

the right decisions for themselves. * zl9 
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B efore we turn to specific advice on 
how to talk to your kids about not 
smoking, it's important to briefly 
discuss the pressures faced by your child as 
he or she enters adolescence, and your 
importance to the growth process. 

From a parent's point of view, adolescence 
can look easy—friends, sports, school, video 
games, TV, parties. What's so hard about that? 
But think back to your own adolescence. You 
probably remember plenty of good times. And 
plenty of not-so*good times. The fact is, 
growing up is hard to do. 

Every adolescent is in the miast of an enor¬ 
mous struggle—to make the transition from 
childhood to adulthood, and, in the process, 
to carve out a distinct identity for his or her 
self. Enormous pressures are placed on them 


to excel in sports, academics and other areas 
such as playing a musical instrument. But the 
greatest pressure thev face comes from within 
the pressure to fit in with their peers and 
develop a comfortable social identitv. 

WHAT EXACTLY IS PEER PRESSURE? 

Peer pressure is a term often used to describe 
a direct challenge to a child from one or more 
peers to engage in some form of inappropriate 
behavior, such as trying a cigarette, A refusal 
carries the risk of being teased or taunted, 
and, depending on the voung person s level 
of self-confidence, this type of pressure can 
be very hard to resist, 

But there's another kind of peer pressure that, 
although it's less obvious, has a much more 
powerful effect on the decisions your fchild 
1 will make. It might more accurately be called 
peer influence. Peer influence is the interna! 
pressure young people impose upon them¬ 
selves as they try to gain acceptance among 
friends and classmates. The desire to belong 
or to fit in socially is very strong in an 
adolescent. Young people closely observe 
the appearance and behavior of friends and 
peers, then borrow those traits thev think 
will help them fit in—things like long hair, 
provocative clothes, loud music, as well as 
drinking or smoking. 

Peer influence is probably the single greatest 
motivator in shaping the way your children 
look and behave. Some peer influences are 
posttive—like the pressure to achieve good 
grades, excel in sports, be considerate of 
friends, and act responsibly and grow as a 
person. But negative influences also abound, 
and to an adolescent, the temptation to 
experiment in order to be one of the group is 
very difficult to resist. This is where you as a 
parent can make your influence felt. 
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T his booklet is about helping your 
children make tough decisions. 

More important, it's about helping 
them make the right decisions. As a parent, 
you know this isn't as simple as it sounds. 
Children are exposed to thousands of power¬ 
ful and often competing influences—from 
teachers and classmates to sports heroes and 
rock stars to movies and TV. Sometimes, the 
most important voice of all--vours--can get 
lost in the din. 

One of the decisions children must make-and 
you must help them make--is not to experi¬ 
ment with smoking, In a perfect world, thev'd 
face this decision only as mature adults. But 
the fact is, everv adolescent will have ample 
opportunity to experiment with smoking. 
Deciding not to smoke is a decision thev'll 
have to make consciously and repeatecfly—in 
the face of powerful pressures from friends 
and acquaintances to trv it. As the person thev 
depend on most, you need to help counteract 
these pressures by adding your voice to the 
manv others—teachers, coaches, guidance 
counselors, clergy community organizations 
and television—that are trying to discourage 
kids from smoking. 
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PARENT 


hen children are verv voung 
they accept their parents' 
beliefs unquestioninglv and 
are eager to follow their direction. But as soc 
as they enter adolescence, things change. 
They suddenly develop a need to assert their 
independence and start to resist admonitions 
to "do this" or "don't do that." This is a 
normal-even inevitable-part of growing up. 
They're searching for an identity and practic¬ 
ing for life as independent-minded, 
self-reliant adults. 

As a parent, adolescent behavior can be 
frustrating, sometimes painful, But you have 
to resist the temptation to throw up your 
hands. Now, rfiore than ever, they need your 
patience, guidance, and understanding. 

You need to listen, empathize and be in¬ 
volved. Show an interest in your child's 
activities. Help him or her set realistic goals. 

If your son decides to try out for the track 
team, sit down with him and discuss the 
commitment that's involved and the rewards 
of competing. Show your support by attendin', 
the events. Regardless of how well he per¬ 
forms, your love and encouragement will help 
him stick with the decision and give his self- 
confidence an important boost. 

You should resist the temptation to be too 
critical. This is one of the greatest threats to a 
loving relationship. If your child isn't perform¬ 
ing well, then becoming emotional, criticizing 
his effortor challenging his commitment isn't 
going to help. Don't attack your child; attack 
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iho problem instead. Similarly, if your child 
i- caught at inappropriate behavior, try not to 
resort to mere shouting or angry condemna¬ 
tion. Trv to find the real reason for your child's 
actions, then work together toward a solution. 

B\ communicating well, and being involved 
and interested in vour child's activities, vou 
help to buiirl their self-confidence—the 
strongest antidote to peer pressure. 
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shouldn't drink alcohol or drive cars until 
thev're old enough to take responsibility 
for the consequences. They also shouldn't 
smoke. Smoking is a risk factor for certain 
diseases and is also socially controversial. 
Onlv someone mature enough to take into 
account all these considerations can make 
a trulv informed decision, 

Nevertheless, some kids do smoke. During 
their adolescent years, young people start 
experimenting with many activities 
they’ve been told they shouldn't do, and 
smoking can be one of them. 


WHY KIDS SMOKE 

A number of studies have been conducted on 
youth smoking, and they show that two kev 
factors affect whether or not a child will 
smoke-the influence of friends and peers and 
the influence of the family. ■ 

The importance of peers in an adolescent's 
social world has already been mentioned. 
Because of the strong desire to fit in, thev take 
careful notice of what their peers, and espe¬ 
cially their friends, are ooing and adopt 
behaviors that they think will help them be. 
accepted. While some peer influence is 
positive, it also wrongly persuades some 
young people that negative behaviors $.uch as 
smoking can provide them with a social 
benefit and improve their standing among 
their peers. 

As parents, you have more influence on your 
children's behavior than you may feel at 
times. Even though thev are starting to make 
their own decisions, they still look to you for 
guidance and direction, Parents can have a 
strong effect in reinforcing positive peer 
influence and diminishing negative peer 
influence. 
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W hat can vou tell an adolesces 
who might be tempted to 
smoke? The good news is that 
there are a number or different approaches tha 
can be very effective when used together anc 
applied consistently Before vou sit down to 
talk to your child, bear in mind that adoles¬ 
cents respond best to a discussion that's based 
on reason and common sense and focuses on 
issues of direct interest to him or her. 

SMOKING IS A RISK FACTOR 
First, you should make it clear that studies havt 
identified smoking as a risk factor in certain 
diseases, such as lung cancer, heart disease, 
and emphysema. But you should also be aware 
that this may not be as effective an argument a 
you think. For years, vour child has been 
warned of the potential risks of smoking bv 
teachers, guidance counselors, coaches, and 
others. In fact, as a former Surgeon General 
said in 1979, "Bv the time thev reach seventh 
grade, the vast majority of children believe 
smoking is dangerous to one's health.” Despite 
this widespread awareness, an annual studv 
conducted for the U. S. Department of Health 
and Human Services bv the University of 
Michigan shows that the proportion of high 
school seniors who smoke every day has not 
changed much in several years. So it's impor¬ 
tant that you go bevond the risk factor in vour 
discussions with your child. 

UNDERAGE SMOKING AND THE LAW 
You might remind your children that it's illegal 
to sell tobacco products to minors. All states 
have set age limits for the sale of tobacco 
products, and all have declared it unlawful for 
retailers to-sell cigarettes or other tobacco 
products to anyone under 18 (19 in Alaska, 
Alabama, and Utah). 
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Not onk can retailers who sell tobacco 
nroclucis to minors be penalized but in 
''"mo states the \ounu person caught buying 
cigarettes is also stibiect to lines and or 


community service. You can remind vour 
child that buying tobacco can lead to'trouble, 
tor them as well as for the retailer. 
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\ ne of the hardest things for 
^ j adolescents to do is to resist doing 

■._something their friends and peers are 

doing and encouraging them to do. They mav 
know that the activity is wrong, and thev mav 
genuinely not want to take part, but the pressure tc 
conform is intense. You can help them follow theii 
own good instincts by teaching them a variety of 
ways to say "no.” It will be easier for them to 
respond positively and confidently when thev're 
put on the spot if they're armed with prepared 
responses to a range of potential situations. 

Ideally, kids would simply steer clear of situations 
where there's a potential for trouble, and you mtgh 
reinforce the fact that part of the responsibility rests 
with your child, that many compromising situa¬ 
tions can be avoided altogether. However, some 
situations can't be avoided. You can start by 
pointing out the most obvious solution, which is tr 
take a firm stand and simply say "No. I don't want 
to." An even stronger response is to say "No" and 
then walk away. But these approaches, particularly 
the second, require great confidence and resolve, 
and many kids don't want to be that abrupt with 
their peers or friends. There are other ways for a 
kid to say "No" and still remain a part of the group 
After stating his or her desire not to take part, an 
adolescent can use one of these responses. 


^ Pointo utf^o^i^l^re^tcuss ipns'M^ 

"We could get thrown out of school for this." 
| Or "We could get arrested." 



"I'd rather have a tooth filled than listen to what 
my mom would say." Humor is an excellent way t 
defuse a tense situation. You and your child 
^can even have some fun together coming up with 
other responses. 
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After saying "No," change the subject or 
suggest another activity. "What did you think 
of the Super Bowl?" Or "Anybody want to go 
to a movie?" 

eversethej>ressunx3 


Your child might try putting on a little pressure 
oi his own. "Hey, you know you shouldn't do 
that." Or "I thought you were my friend; a 
friend wouldn't ask that." 

f^kYquestiohf'. 


Say "Why would I want to do that?" Or "Have 
vou thought about what would happen if we 
did do this?" 






"I can't. A friend's coming over and I have to 
get home to meet him." Or "Cot a guitar 
lesson. Cotta go." 

T t Cjv earea son7 

Say no and give a reason for your refusal. "It's 
against the law 1 ." Or "Smoking will make my 
hair smell bad," 

Co over the responses with your child, then 
think up different situations that your child 
could encounter and have him respond to 
them. Recognize that what works best will 
varv irom child to child and among different 
peer groups, so leave it to your child to 
decide which approaches will work best. 
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I n many wavs peer influence is more 
insidious than peer pressure, and hetping 
vour child overcome it more challenging. 




INFLUENCE 


The first step is to help your child recognize 
the power that peer influence has over his or 
her life. Ask about your daughter's taste in 
things like music, clothing, hair stvies, and 
entertainment. Then ask how she developed 
these particular tastes. It should quicklv be¬ 
come apparent that these choices were, to a 
great extent, influenced bv peers. It's a fact or 
life that we talk, dress' and act according ro 
the standards of our friends. 

You should reassure your child that there's 
nothing wrong with conforming to group 
standards and behaviors. It's perfectly * 
normal-tor adults as well as kids. Peer influ¬ 
ence only becomes negative when, in our 
desire to fit in, we do something that we know 
deep down we shouldn't. 

During this discussion you should ask your 
child if he or she knows anvone in school who 
smokes. Almost all young people know some¬ 
one who does. Now ask whv they think that 
person decided to start smoking. They mav sav 
it's because "they just wanted to" or "thev 
were curious." Ask whv they think they were 
curious, if vou persist long enough, your child 
will eventually give the real reason: thev 
wanted to look "cool" or "tough" or “grown¬ 
up," or they wanted to be "more like their 
friends." Then ask whether smoking reallv 
does make the person look cool or tough or 
grown-up. As your child thinks about this, it 
will become clear that smoking really didn't 
create the.image the smoker thought it would. 
In fact, more often than not it has the opposite 
effect; a 13-year-old looks pretty silly with a 
cigarette in his mouth.” 
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Source: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 













S moking is by no means the onk 
important decision vour child will 
have to face. Everv dav, ue all make 
hundreds of choices-some small, other* that 
can change the course of our lives. Ever\ 
decision is different-in weight, scope and 
consequence. Yet it's possible to acquire a 
general framework for making smart and 
responsible decisions, a model bv which to 
judge all of the choices we make. 


Your child should learn this framework a: the 
earliest possible age. Once he learns the 
process and begins applying it to his own 
decisions, it should eventually become 
second nature. 
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Sit down with vour child and take him through 
the process. You can invent a hypothetical situa¬ 
tion where he's raced with a tough decision. Or 
vou can use smoking as an example, or a real 
decision he's faced with now. 

1. Identify the issue. Why does this decision have 
to be made at all? What is it that you need to 

decide? 

1. Gather information. What do you know about 
le issue? Sometimes you have enough informa¬ 
tion. other times vou don't. What more do you 
need to know about before making the decision? 
Where can you get additional information? 

3. List alternatives. What are the possible 
choices? Choices aren't always so clear-cut. If the 

hoice is between writing a paper or going to a 
basketball game, you might come up with a third 
alternative: write part of the paper and attend 
some of the game. 

4. Examine the consequences. Before making a 
decision, really think about what the conse¬ 
quences might be for each alternative. Not just to 
ou but to vour friends, your parents, your school, 

even the community. And what consequences 
will it have tomorrow? Next year? Years from 
now? You'll have to live with the consequences. 
And parents, friends, teachers, and members of 
f he community will, too. 

i. Consider feelings and values. How do you 
real!v feel about each alternative? Do you feel 
absolutely comfortable with it, or does it leave a 
runny teeling in the pit of your stomach? How 
does it fit with vour values and the way you think 
about yourself? How does it fit with your family's 
alues and expectations? Could peer pressure or 


peer influence be affecting that choice? In what 
way? Is peer influence leading you to a good deci¬ 
sion or a bad one? 

6. Make the decision. After taking all of these points 
into consideration, choose the best course of action. 

Of course, not every decision your child makes will 
turn out to be the best decision. But the chances of 
making the right decision increase dramatically 
when all aspects of the situation are carefully thought 
through. Soon, you'll find that the decision-making 
process-and responsible decisions--come to vour 
child instinctively. 
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W e hope this booklet has 

helped provide a framework 
tor honest communication 
between you and your child concerning tough 
issues like smoking and peer influence. But 
before putting this advice into practice, it 
might be helpful to stand back and make sure 
the lines of communication are open. Take an 
inventory of your children's feelings about vou 
and their perceptions of vour relationship, 
Such honest give-and-take can be rewarding 
to both you and vour child. Vou mav discover 
areas where relations can be improved, And if 
the lines ot communication are already wide 
open, it can help make that communication 
even better. 
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1) When my (son) (daughter) is upset about 
something, (he) (she) usually: 

a. does not share (his) (her) feelings with 
me. 

b. tells me about it. 

2) I spend about_a week talking 

with my (son) (daughter). I think we: 

a. should spend more time talking. 

b. spend enough time talking. 

3) When my (son) (daughter) is upset about 
something, I usually: (check the one that 
comes the closest) 

a. assume that the problem isn’t all that 
serious. 

b. take the time to listen. 

c. recognize that there is a problem and I 
am often correct about what it is. 

d. become deeply involved - giving freely 
of mv experience and advice. 

4) List your (son's) (daughter’s) five closest 
friends in order of importance. 


i in the past few weeks, the one thing that 
bothered my (son) (daughter) the most 
was: 


6) In the past few weeks, the one thing that 
bothered my (son) (daughter) about our 
relationship was: 


7) Whenever I sav I am proud of my (son) 
(daughter), it is usually because (he) (she): 


8) When I get mad at (him) (her), it is usually 
because (he) (she): 


9) The biggest decision my (son) (daughter) 
has ever made on (his) (her) own was: 


10) The toughest decision (he) (she) ever 
made with my help was: 
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The questionnaires that follow should be answered by 
each of you independently. Once the questionnaires are 
completed, discuss each answer with your child. 
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1) When I am upset about something, I 
usually: 

a. keep it to myself and don’t tell anyone 
about how I am feeling. 

b. tell my (mother) (father) about it. 

c. tell my best friend about it. 

2) I spend about_a week talking 

with my (mother) (father). I think we: 

a. should spend more time talking. 

b. spend enough time talking. 

3) When something is upsetting me, my 
(mother) (father) usually: (check the one 
that comes the closest) 

a. acts like my problems aren't all that 
serious. 

b. stops whatever (she) (he) is doing to 
listen to me. 

c. figures it out before I say anything. 

d. starts lecturing me. 

4) List your five closest friends in order of 
importance. Write the one word that 
describes why you like them next to their 
name, like: John - friendly. 


6) In the past few weeks, the one thing that 
bothered me about my relationship with 
my (mother) (father) was: 


7) Whenever my (mother) (father) savs 
(she) (he) is proud of me, it is usually 
because I: 


8) When my (mother) (father) gets mad at 
me, it is usually because I: 


9) The biggest decision I have ever made 
on my own was: 


1 o) The toughest decision I ever made with 
the help of my parents was: 


5) In the past few weeks, the one thing that 
bothered me the most was: 
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The PARENT! 

CHALLENGE 


As a parent, you're naturally concerned about 
your child's possible involvement in such negative 
activities as smoking, drinking, and drug use. 
Today, the adolescent faces more potential pitfalls 
than at any time in history. 



According to a recent report by the Carnegie 
Council on Adolescent Development, "By age 
seventeen, about a quarter of all adolescents have 
engaged in behaviors that are harmful or dangerous 
to themselves and others - getting pregnant, 
using drugs, taking part in antisocial activity, and 
failing in school. Altogether, nearly half of 
America's adolescents are at high or moderate risk 
of seriously damaging their life chances." 

Like many parents, you probably feel you're caught 
in a balancing act. On the one hand, you want to 
encourage your child's independence, giving them 
the trust and freedom they need to grow. But at the 
same time, you want to carefully steer them 
through the minefield of adolescence and prevent 
them from making negative choices. 

Negative behaviors are easier to prevent early on 
than they are to correct later, and that is what this 
booklet is about • prevention. You’ll learn about 
the skills, attitudes and behaviors that can decrease 
the odds that your child will smoke, drink, use 
drugs or take up other undesirable behaviors. And 
you'll learn to apply ideas behind successful 
prevention programs. 

Remember that, as a parent, your role is key. 
Adolescence is a time of enormous, rapid, often 
bewildering change. Of the many voices compet¬ 
ing for your child's attention, yours is the most 
important, 
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ASOUT 
HIIK FACTOR! 
ANt? 

pRorecTive 

FACTOR! 

Voung people who adopt negative behaviors 
usually share certain characteristics - traits that are 
apparent even before any negative behavior actu¬ 
als occurs. Psychologists call these "Risk Factors." 
When one or more of these are present in a child's 
life, the child is at 

heightened risk of 

* 

adopting negative 
behaviors in the 
future. The more risk 
factors present, the 
higher the odds. 


Risk factors have 
a counterpart in 
positive traits 
called "Protective 
Factors." 

These are traits that 
are shared by young 
people who do not 
tend to adopt negative behaviors. Adolescents with 
strong protective factors are less susceptible to 
negative influences and will tend to choose positive 
activities in their place. 

Risk and Protective Factors are important guide- 
posts. Their presence or absence can serve as early 
warning signs of potential trouble. As a parent, you 
should be alert to these signs so you can intervene 
before more serious problems develop. 

At the same time, the presence of one or two Risk 
Factors is not cause for panic. They do not actually 
cause negative behavior, and their presence does 
not automatically mean your child will go on to 
smoke, use drugs or drop out of school. Nor does 
the presence of Protective Factors guarantee 
that your child will sail through adolescence 
trouble-free. 

Nevertheless, the presence of Risk Factors has 
been shown to be a reliable predictor of future 
problems, especially when Protective Factors are 
weak or absent altogether. As a parent, you can go 
a long way towards preventing problems later by 
reducing your child's .Risk Factors and increasing 
Protective Factors. 
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In Adolescents at Risk, Joy Dryt'oos makes a close 
study of four disturbing adolescent problems - 
substance abuse, teen pregnancy, luvenile delin¬ 
quency, and school failure or dropping out. Like 
many other researchers, she has identified six risk 
factors commonly shared by young people who 
engage in such behavior. 


The younger children 
are when they begin 
experimenting with negative 
behaviors, the more committed they'll become 
to such-behaviors and the more of them they are 
likely to engage in. 
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Poor performance in schooi 
is one of the most reliable • 
id correctable - predictors 
of negative behavior. Young people who are doing 
poorly in their schoolwork and have little interest in 
school are at much higher risk of adopting negative 
behaviors than those who are doing well. 
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II. Behavior 
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Conduct: 



The child who at an early 
age acts up in class, skips 


other children or fights with them is more likely to 
become involved in problem behaviors later. 
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Young people can some¬ 
times be taunted or teased 


things thev don't want to do, things they know are . 
wrong. ("My friends smoke. They're pushing me to 
start. I want their respect, so I'll do it.") 


And sometimes, no outside pressure is applied at 
all. Instead, the child observes what his or her peers 
are doing, and then, out of a desire to be accepted, 
creates pressure on himself or herself to adopt the 
same behaviors. ("The kids I think are 'cool' smoke. 
I'll start smoking so I can be like them.") 

Peers have a strong influence on your child's 
behavior choices, If your child's friends are in¬ 
volved in negative behaviors, the odds are high that 
vour child is too. This is especially true for young 
people who have trouble resisting peer influences. 



i 


j 

■ . Parental 
SuiHiort" 






Weak bonding between 
^parent and child is an 


important risk factor. Behind 
manv adolescents with behavioral problems are 
parents who are either too permissive - few ground 
rules, unclear expectations, lax supervision, or too 
authoritarian * very demanding, many rules with 
little flexibility, and no real communication. 


Authoritative parents are those who expect a lot but 
don't "demand," who enforce standards and rules 
firmly but not rigidly, and who always leave open 
the lines of communication. 



. Neighlnnimi 



Quality: 



'area, or an urban, htgh- 
lensity community are ai 
greater risk of adolescent negative behaviors. 



Between these two extremes lies the parental ideal 
- which the experts call authoritative. 
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FACTOR! 

As a parent, there are a number of actions you 
can take to reduce any risk factors present in your 
child or to prevent them from occurring in the 
first place. 


AGE: 

Early intervention is key. Don't wait for minor 
behavioral lapses to turn into real problems. Be¬ 
come involved in your child's activities early 
on and stay involved throughout his or her 
adojescence. 

Make dear your position on smoking and other 
negative behaviors from an early age. Discuss these 
matters frankly with your child. You'll find specific 
suggestions in the Targeted Prevention Messages 
section of this booklet. 

EDUCATIONAL SUCCBSS: 

Become involved in your child's education early 
and stay involved through the high school years. 

6 


Stress the importance of education and vour desire 
for your child to do well in school. Help with 
homework, encourage them in their studies and 
always make sure to praise them for successes 
large and small. 

Address warning signs early Teachers are usually 
the first to know if your child is having difficulty or 
is falling behind. By attending meetings and talking 
often with teachers, you'll be warned early on of 
such problems. You can work with your child's 
teacher to correct the problem. 

PEHAVIOR/coNPUCT: 

Repeated antisocial behavior such as skipping 
school, fighting, or other conduct problems should 
be corrected early. Once again, teachers can 
usually tell if your child's behavior needs attention. 
They can also help you find people within the 
community to give you guidance and support. 

COUNTERING PEER INFLUENCE: 

Negative peer influences are among the strongest 
predictors of negative behaviors. As a parent, you 
can take steps to counteract them. Take an active 
role in your child's choice of friends. The child 
who is surrounded from an early age by positive, 
well-behaved kids is less likely to be exposed to 
negative peer influences. 

Encourage your child to attend church and take 
part in sports and activities at school, where he or 
she is likely to encounter positive influences. 
Coaches, scout leaders, religious leaders, and 
others can help encourage positive lifestyle 
choices. The more time kids spend with people 
who disapprove of negative behaviors, the less 
likely they'll be to experiment with them. 

Get involved yourself. Attend your child's activi¬ 
ties, games, and events. Become an adult volun¬ 
teer. The stronger your participation is, the stronger 
your child's will be. 

PARENTAL fUPPORT: 

Parents whose parenting style is either authoritar¬ 
ian - too heavy-handed, or permissive - 
too lax, should consider working to develop an 
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authoritative style of parenting. This is the kind of 
parent who expects much but doesn't "demand," 
enforces standards firmly but not rigidly, and 
encourages open communication. 


For information to help you assess your parenting 
stvle and for suggestions on how to adopt a more 
"authoritative" style, see the Resources section in 
the back of this booklet. 


NeiSKfrOfckOOt? QUALITY: 

You-may not be able to make an immediate impact 
on poverty and population density, if your neigh¬ 
borhood has these problems, but you can take steps 
to provide your child with the social and emotional 
support network he or she needs. 

You might create an informal network of "aunts and 
uncles" - friends, neighbors, and relatives - who 
can provide encouragement, guidance, and sup¬ 
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port, and can help supervise your child in your 
absence. You can also look into: 


Big Brother\Big Sister and other mentoring 
programs. 


Community schools offering after-school 
development programs. 


Community Resource Schools, which offer health 
and social services programs. 


Youth Service and Youth Corps programs. These 
provide community service programs for young 
people. 


Summer jobs programs. 


For more information on neighborhood programs, 
see the Resources section of this booklet. 
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KACTORf 


ou can do more than reduce the risk factors 
present in your child's life. You can nurture and 
reinforce the traits called Protective Factors, those 
skills, attitudes, and beliefs common to young 
people who make positive lifestyle choices. The 
more or these traits a young person has, the less 
likely it is that he or she will engage in negative 
behaviors, These Protective Factors even seem to 


The following Protective Factors are also significant. 

The ability to develop good personal 
relationships. 

The ability to set realistic goals and 
expectations. 

Problem-solving skills. 

Self-discipline. 

Self-esteem and self-confidence. 



help voung people in high risk situations overcome 
the odds and avoid negative behaviors. 

Of these, two have emerged as the most important: 


O A sense of being in control of one's life, 
A sense of humor. 



If a number of these Protective Factors are 
present in your child, the chances are good that 
he or she will avoid serious behavioral problems. 

However, if your child is lacking in many of 
these important skills, attitudes, and beliefs, you 
should consider taking steps to instill them 
sooner rather than later. It may indicate that your 
chiid lacks the tools needed to avoid problems 
during adolescence. 

Strengthening protective factors will not only 
help young people avoid negative behaviors but 
will improve their chances of success in all areas 
of their lives. 
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pROTecrive 

MCTOM 

\ou should begin early on to develop your child's 
Protective Factors, and continue strengthening them 
through adolescence. As your child becomes 
involved in friendships, sports, school projects, 
family projects, scouts, clubs and other activities 
and relationships, use these as opportunities to 
monitor his or her protective skills and attitudes, 
and to strengthen those that need work. 

rwe rev 

pdoremve factom: 

1. Ensuring that your child has a stable, caring, and 
supportive relationship with at least one adult, a 
parent or another dependable adult. 

Psychologists suggest that a strong bond with at 
least one adult is one of the most important protec¬ 
tive factors. Ideally, parent and child will have 
formed from an early age a relationship based on 
mutual trust, understanding, respect, and love. Such 
a relationship allows the parent to till a variety of 
roles - care giver, protector, counselor, teacher, 
mentor, disciplinarian, and cheerleader-during the 
child's development. 

9 

But, unfortunately, not all parent-child relationships 
are ideal. If yours needs shoring up, you can try the 
following: 

* Take on projects together as a family. Taking 
part in meaningful and challenging family 
activities will help your child feel needed and 
important and will strengthen his or her sense of 
responsibility. 

10 


• Set aside a regular time each week to plan family 
activities, and encourage your child to suggest 
activities. 

• Schedule family meetings to discuss family issues 
and resolve problems, 

• Give praise where praise is due. Acknowledging 
children's efforts will give them the incentive to 
continue. 

• Eat meals together regularly. 

• Observe traditional family rituals, such as 
holidays, birthdays, and special events. 

Parents who feel that their child could also benefit 
from a stable, supportive relationship with a de¬ 
pendable adult outside the family should consider a 
local Big Brother/Sister or mentoring program. (See 
the Resources section of this booklet.) 

2. Helping your child develop a sense of purpose 
and hopefulness - the belief in a bright and 
successful future. 


Hopefulness and purpose represent more than just 
a sunny attitude - they're necessary to establishing 
and achieving positive goals, a core building block 
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for success and a key element in resisting negative 
behaviors. After all, to young people with their eyes 
on a goal, negative behavior isn't a temptation, it's 
an obstacle on the path to achievement. 

From an early age, encourage your child to iook 
toward the future with optimism and to picture a 
bright and positive future. Encourage him or her to 
look ahead to what they would like to be doing one, 
three, five, ten years from now. Support their positive 
ideas and discuss things they can do to make them 
happen. Help your child keep a positive outlook even 
when obstacles or hardships block their path. 

n-ReNSTWENINS 
OTHER IMPORTANT 
PROTECTIVE FACTOR!: 

3. Developing Good Relationships: Teach your child 
how to choose friends wisely, how to get along with 
others, how to share and compromise, how to solve 
arguments and problems without fighting, and, in 
general, how to be the kind of person other people 
want to have as a friend and teammates. 

4. 'Setting Realistic Goals: Vour child will learn how 
to make progress in life by learning to set goals and 
working to reach them. The goals need to be realis¬ 
tic - something the child can actually accomplish. 
Ask them what they'd like to accomplish, help them 
develop a reasonable timetable, then help them 
achieve results. When they attain a goal, celebrate 
the event. As they grow older, continue to help them 
establish and reach new and larger goals. 


5. Problem-Solving Skills: Children need to be 
taught that when faced with a problem or the need 
to chose a course of action, they should consider 
alternative solutions. They should think about the 
possible consequences of each alternative and 
select the one that's most consistent with their goals 
and values. 

6. Self-Discipline: Teach your child to consider the 
short and long term consequences of his or her 
actions. Encourage them to question whether their 
choices will help or hinder them in reaching their 
goals, whether they'll be proud of their choices 
later or regret them. Such questions help a child 
look toward the future instead of seeking instant 
gratification. 

7. Self-Esteem and Self-Confidence: You can 

enhance your children's self-esteem by helping 
them develop a belief in themselves and their 
abilities. Point out their special talents and skills. 

Let them know you believe in their ability to 
achieve results. Praise them for their successes, 
large and small, and help them learn from.their 
failures without criticizing their efforts. 

8. Being in Control of One's Life: By learning to 
make decisions for themselves, children can learn 
to influence events rather than being a victim of 
them. Encourage your children to make decisions 
appropriate for their age, and help them to learn 
from the natural consequences of their actions. 

Help them see how their actions and choices affect 
the events in their life. 

9. A Sense of Humor: A sense of humor helps a 
person maintain balance and avoid overreacting 
to situations. Teach your child to see the humor in 
life and its events and to laugh at himself when 
appropriate. 

The skills, attitudes, and behaviors that constitute 
Protective Factors need to be nurtured over time. 
Helping in this development is one of the most 
important contributions a parent can make. By doing 
so, you'll help your child avoid problems in adoles¬ 
cence. You'll also provide them with a strong founda¬ 
tion tor* achieving success in all areas of their lives. 
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'ducing risk factors arid enhancing protective 
factors can go a long way toward helping your 
child avoid negative influences. They should be 
combined, however, with frank discussions about 
specific activities that concern you, such as smok¬ 
ing, drinking, or using drugs. As you talk about 

specifics, here are some things to keep in mind. 

12 


PtoVfdfi factual IftfoFMitch 

Facts are more persuasive than opinions. Before 
you sit down to talk with your child, prepare 
yourself with good information. Then discuss it with 
your child in a no-nonsense, straightforward way. 
For example, in the case of smoking, tell your child 
that studies have identified smoking as a risk factor 
in certain diseases such as lung cancer, emphy¬ 
sema, and heart disease. Studies show that most 
adolescents are already aware of the risks associ¬ 
ated with smoking, but the message they receive at 
school and through the media should be reinforced 
at home. 

You might also discuss the legal implications of 
smoking and the potential consequences for your 
child. In every state in the U.S., it's illegal for 
minors to buy tobacco products (under 18 in most 
states, under 19 in three). Also, most schools 
prohibit students from smoking and penalize them 
for doing so. 

Portion anJ 6*pGctaifort,r 

it may be obvious to you that you don't want your 
child to smoke, drink, or adopt other negative 
behaviors. But you need to state this position to 
your child - clearly, firmly, inarguably. It's also 
important to supply your reasons. From an early 
age, your child should know exactly where you 
stand, and why. 

Assure your child you understand it won't be easy, 
that they can expect pressure from their peers - but 
that you expect them to resist the pressure. 

When talking to your child, make clear the conse¬ 
quences they can expect from you. For example, let 
them know that if you find out they are experiment¬ 
ing with smoking, drinking, drugs, etc., they'll be 
grounded or lose other privileges. On the other 
hand, if they refrain from such activities, their 
privileges and freedom will gradually increase. 

If you're a parent who smokes, these discussions 
pose special challenges. However, you still need to 
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make clear that vou don't want your child to smoke. 
You'll find specific suggestions in the booklet, "How 
To Talk To Your Kids About Not Smoking Even If You 
Do" (See the Resoutces section.) 


Help rlicfa Jav 4 NO" to Pcct Pressure 

Resisting peer pressure is one of the greatest chal¬ 
lenges an adolescent will face. They may know the 
activity is wrong and may genuinely not want to 
take part, but the pressure to conform is intense. 

Parents can't make peer pressure go away and they 
can't always be there to help shape their children's 
decisions. But you can help them follow their own 
good instincts by teaching them a variety of ways to 
avoid giving in to direct peer pressure. Then, when 
they're put on the spot, it will be easier for them to 
resist. 


ji 


You might start by 
pointing out the 
most obvious 
solution, which is 
to simply plant 
their feet firmly 
and say, "No, I 
don't want to do 

that," and then walk away. But many kids are 
scared that such abrupt action will damage their 
relationships with their friends. If that's the case, 
they can say no in one of the following ways: 

Point out possible repercussions: "We could get 
thrown out of school for this." Or: "My dad would 
go ballistic if he found out." 

Use a little humor: "No thanks. I have a date with 
Julia Roberts and I hear she's down on smoking." 
Humor is one of the surest ways to calm a tense 
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situation. You and your child can even have fun 
together conning up with different responses. 

Suggest an alternative: Say "no" and change the 
subject or suggest another activity. "Did you hear 
what happened to Rick last night?" Or: "Let's go 
check out the park." 

Reverse the pressure: Sometimes, the best defense 
is a good offense. "Hey, you know I'm not into 
that." Or: "I thought you were my friend. A friend 
wouldn't hassle me." 

Ask a question: "Why would I want to do that?" 
Or: "Have you thought about what would happen 
if we got caught?" 

Make an excuse, even if you have to make one up: 

"I can't. A friend's coming over in 15 minutes, and I 
have to get home." Or: "I've started working out 
and I don't want to do that." 

Give a reason: "No way. Cigarettes make my 
breath smell like an ash tray!" 

Co over the responses with your child, then think 


up different situations they might face and have 
them practice responding to them, Bear in mind 
that what works best will vary from person to 
person and among different peer groups, so leave 
it to your child to decide the most appropriate 
responses. 

Finally, have your child find a buddy in his peer 
group. They can agree in advance to support each 
other's positions. It's a lot easier to stand up to 
peer pressure if you can count on at least one 
other person for support. 


FINAL V/OUPS 

We hope this booklet has been useful in helping 
you guide your child's decisions in the right direc¬ 
tion. We understand how difficult it can be in 
today's world. But taking an active interest in your 
child's affairs, and guiding them carefully through- 
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out adolescence, can make an enormous 
difference in the decisions they make and in 
their future success in the world. Here are a few 
final suggestions. 

Take a balanced approach 

Try not to overreact to an isolated incident or to 
the presence of a single risk factor. At the same 
time, don't ignore clear warning signs - a series of 
disturbing incidents or evidence of multiple risk 
factors. If you're unsure, confide in a teacher or 
counselor at your child's school. 

The earlier you start, the better 

Risk factors are far easier to correct when you 
address them from the outset. The more 
entrenched they are, the more intractable they 
become. Similarly, protective factors nurtured from 
a young age will establish themselves deeply by 
adolescence. 

Don't be afraid to ask for help 

Teachers, coaches, fellow parents, community 
counselors - all can provide valuable information 
and advice. Remember that no one individual can 
prevent your child from lapsing into negative 
behavior. It must be a team effort. 

Be flexible - the same approach won't work 
for everyone 

Every family is different. Every child is unique. 
Don't be afraid to adapt the information in this 
booklet to your family's particular circumstances. 

Use the Resources 

The resources on the pages following were 
carefully selected to help you apply the ideas 
and suggestions presented in this booklet. They 
include pamphlets, books, tapes, and videos you 
can get, and a hotline you can call. We are 
confident you will find them to be helpful. 


Bernard, B. (1991) Fostering resiliency in kids: 
protective factors in the family, school, and community. 
Northwest Regional Educational Laboratory. 

Portland, OR. 

Carnegie Council on Adolescent Development. (1989) 
Turning Points; preparing American youth for the 21st 
Century. Carnegie Corporation. New York. 

Carnegie Corporation of New York. (1995) 

Great transitions: preparing adolescents for a new 
century/concluding report of the Carnegie Council 
on Adolescent Development. New York. 

Donovan, J., & Jessor, R. (1985) Structure of problem 
behavior in adolescence and young adulthood, journal 
of Consulting and Clinical Psychology. 53, 890-904 ' 

Dryfoos, J. G. (1990). Adolescents at risk: Prevalence 
and prevention. New York: Oxford University Press. 

Gibbs, J. & Bennett, S. (1990) Together we can: 
reduce the risks of alcohol and drug abuse among youth. 
Comprehensive Health Education Foundation. 

Seattle, WA. 
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Developmental Research and Programs, Inc. 

130 Nickerson, Suite 107 
Seattle, WA 98109 
(206) 286*1805 

Developmental Research and Programs, Inc., has a well- 
established reputation for developing programs and 
materials to reduce risk factors in children. The following 
two resources were developed for parents: 

1. Preparing for the Drug-free Years: 

Family Activity Book 

2. Parents Who Care: A Guide for Families 
with Teens (Book and supporting video) 

Empowering People 
1-800-456-7770 

Empowering People distributes books and videotapes by 

H. Stephen Glenn and lane Nelson, two highly respected 
experts in the areas of parenting and youth development. 

Recommended resources include: 

I. Developing Capable People, 
by H. Stephen Glenn (videos) 

2. Developing Healthy Self-Esteem, 
by H. Stephen Glenn (videos) 

3. Raising Children for Success, 

by H. Stephen Glenn and Jane Nelson (book) 

4. Raising Self-Reliant Children in a Self-Indulgent 
World, by H. Stephen Glenn and Jane Nelson (book) 

5. Positive Discipline, by Jane Nelson (book and video) 

The National PTA 

330 North Wabash Avenue, Suite 2100 
Chicago, IL 60611-3690 
(312) 670-6782 

The PTA makes available a variety of brochures which 
contain useful suggestions for parents who want to help 
their child succeed in school. Most are available through 
your State PTA office. 

Recommended brochures include: 

1. The Busy Trent's Guide to Involvement in Education 

2. Help Your Young Child Learn at Home 

3. Discipline: A Parent's Guide 

4. Leading Children to Self-Esteem 

5. Making Parent-Teacher Conferences 
Work for Your Student 

6. Get Involved! How Parents and Families 
Can Heip Their Children Do Better in School 

7. Common Sense Strategies for Raising 
Alcohol & Drug-Free Children 
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Search Institute 

700 S. Third Street, Suite 210 

Minneapolis, MN 55415 

1-800-888-7828 

Search Institute is highly respected among youth devel¬ 
opment professionals and educators for tneir research 
and resources to promote the positive development of 
children. 

Recommended resources for parents include: 

1. What Kids Need to Succeed: Proven Practical Ways 
to Raise Good Kids, by Peter Benson, Judy Galbraith 
and Pamela Espeland (book) 

2. 240 Ideas for Building Assets in Youth, 
by Eugene Roehlkepartain (poster) 

3. Building Assets in Youth: The Power of 
Positive Youth Development (video) 

4. Source, a six-page newsletter whiph highlights the 
latest Search Institute research in a style accessible 
workers and parents. 

Points of Light Foundation 
1737 H Street, NW 
Washington, D.C 20006 
(202)223-9186 

The Points of Light Foundation is a non-profit organiza¬ 
tion whose mission is to engage more people more 
effectively in volunteer community service. The Founda¬ 
tion has several resources available to heip parents 
interested in learning more about mentoring and com¬ 
munity service opportunities for their child. 

1. "How to Find a Mentor" and "How to Become a 
Mentor": Brochures which provide basic mentoring 
information.. 

2. Get Ready for Anything: A handbook which uses 
examples to demonstrate ways young people have 
teamed up to address important community issues. 

3. Family Matters: A program designed to strengthen 
families and support family volunteerism. 

4. Volunteer Center Hotline: Local Volunteer Centers 
can help parents find youth service, youth leader 
ship, mentoring programs, and other opportunities 
for youth in their community. To find out where 
your local volunteer Center is, call 1-800-59-LICHT 

R.J. Reynolds Tobacco Company 
P.O. Box 2959 
Winston-Salem, NC 27102 

In addition to this booklet, R.J. Reynolds makes two 
other brochures available to parents: t 

1. Tobacco: Helping Your Child Say No, developed to 
help parents discourage their children from smoking 
and help them make appropriate lifestyle decisions. 

2. How To Talk To Your Kids About Not Smoking, Even 

If You Do, developed specially for parents who smoke. 
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Introduction 

If you are a parent who smokes, this 
booklet was developed for you. It is 
about ways that you as a smoker can talk 
to your child about not smoking — a 
conversation that may be particularly 
difficult. 

If you are like most smokers, you smoke 
because you enjoy it. And if you are like 
most parents, you believe as we do: 
SMOKING SHOULD NOT BE PART 
OF GROWING UP. So talking to your 
child about not smoking presents you 
with a unique challenge, because you 
will be talking about not doing some¬ 
thing your child sees you doing every 
day. 

You should talk to your child about not 
smoking whenever the time is right, no 
matter what his or her age. But this 
booklet is designed for parents with 
children ages 12 to 15. because various 
studies suggest that it is in this age range 
that curiosity about smoking is most 
likely to become experimentation. 
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P Why do kids smoke? 

What makes kids do the things that 
makes being a parent such a tough job? 
Why do they smoke, drink, or do other 
things that should not be part of grow¬ 
ing up? Most experts agree that the key 
factors influencing whether or not 
adolescents decide to smoke are friends 
and parents. It’s important to under¬ 
stand the different forms these influ¬ 
ences can take. 


E The Power Of Peer 
Pressure 

The desire to belong or to fit in with a 
certain group or trend is very strong in an 
adolescent. Young people often observe 
the appearance and behavior of their 
friends and associates and then adopt 
characteristics they think will heip them 
be better accepted by their peers — things 
like long hair, unusual-clothing, loud 
music, or smoking. 

Another more direct form of peer pres¬ 
sure is a challenge from a peer to engage 
in some form of behavior that may be 
inappropriate, such as trying a cigarette, 

A refusal carries the risk of being teased 
or taunted, and depending on the person's 
level of self-confidence, this type of 
pressure is sometimes very hard to resist. 

E Desire To Appear More 

Mature 

Many adolescents adopt behaviors they 
think will make them look less like a 
child. Some start smoking because they 
think it makes them appear older. For 
others, who may view smoking as some¬ 
thing they realize they should not do, it 
may represent a way to demonstrate 
“independence” or defiance. 

E The Smoking Parent 

There is.also an influence unique to 
children of parents who smoke. Studies 
show that children may be more likely to 
smoke if one or both of their parents 
smoke. This underscores the importance 
of your active involvement in guiding and 
counseling your children. 
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p -y What should you 
say? 

Your adolescent will be most respon¬ 
sive to a discussion based on reason 
and common sense that focuses on 
issues of interest to him or her. Here 
are some suggestions on how to 
approach the subject of smoking with 
your child. 


E Smoking Is A Risk 
Factor 

You should make it clear that studies 
have identified smoking as a risk factor 
for certain diseases. While there are 
many factors statistically associated 
with an individual's chances of devel¬ 
oping disease — including diet, 
physical condition, age. gender, genetic 
background, occupation and stress — 
personal lifestyle choices, like the 
decision to smoke or drink, should only 
be made by informed adults. 

The fact that smoking is associated 
with health issues probably won't be 
news to your child. For example, 
school systems throughout the country 
routinely provide non-smoking mes¬ 
sages as part of their course work. As 
a former Surgeon General has stated. 
"By the time they reach seventh grade, 
the vast majority of children believe 
smoking is dangerous to one’s health." 

But despite that awareness, an annual 
study conducted for the U.S. Depart¬ 
ment of Health and Human Services by 
the University of Michigan shows that 
the proportion of high school seniors 
who smoke every day has not changed 
much in several years. So it is impor¬ 
tant that you discuss with your child 
other reasons children shouldn’t smoke 
and ways to avoid or resist it. 
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C Be Honest About Your 
Own Smoking 

Kids arc sharp. They can tell when you 
are being sincere and truthful and when 
you are not. A natural question your 
child may ask is, “Why do you 
smoke?” If you smoke because you 
enjoy smoking — as most smokers do 
— say so. Your child can usually tell 
if you are not being truthful, and there 
is no reason to be ashamed of giving an 
honest answer to an honest question. 
But also make it clear that you are 
doing so as an informed adult. 

Similarly, if you really don’t want to 
smoke and would rather quit, you 
should share these feelings with your 
child. However, if you feel this way, 
you should actually quit smoking. 
Otherwise your child may wonder if 
you are being honest, with yourself as 
well as with him or her. More than 40 
million people have quit smoking in the 
past 30 years, and your child probably 
knows people who have. 

C Kids And Adults Are 
Different 

Your child might ask, “You smoke. 
Why can’t I?” This is a challenging 
question, and you need to give an 
* answer your child can respect and 
understand. 

You should point out that there are a lot 
of things adults do that kids shouldn't. 
You can say, for example, that young 
people can become parents at 14, but 
they shouldn’t until they are old 
enough to support a family and handle 
the responsibility. Minors can’t sign 


contracts to buy cars even if they can 
afford it, because they are not prepared 
to accept the responsibility and conse¬ 
quences. Young people shouldn’t 
drink alcohoi for the same reason. You 
should also mention that most states 
have established a minimum age for 
the purchase of cigarettes and that 
underage purchase is illegal. 

Your child needs to understand that for 
certain lifestyle decisions an adult is 
better prepared to consider and under¬ 
stand the pros and cons and make an 
informed decision^ 

c It’s OK To Act Like A 
Normal Young Person 

Peer pressure is a very strong influ¬ 
ence. However, you should let your 
child know that there is nothing wrong 
with wanting to fit in. Think about 
when you were that age, You’ll no 
doubt recall examples of times when 
you changed your behavior to conform 
and become accepted. Try to avoid 
being overly critical of the peer- 
influenced trappings of youth. 

The same thing is true of your child’s 
desire for independence and self- 
expression. It’s okay to want to 
demonstrate independence. 

In fact, too much dependence on 
parents, according to experts, can be 
damaging to an adolescent’s psycho¬ 
logical growth and development. When 
your adolescent exhibit seemingly 
“outrageous” means of self-expression, 
try a little understanding, even if these 
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behaviors offend your personal 
tastes. When you take this ap¬ 
proach. it will be easier for your 
child to see the differences between 
the positive and negative forms of 
expression. 

The point is that there are a number 
of ways for your child to show he 
or she is part of the group and 
express youthful independence, and 
you should make it clear that it isn’t 
necessary to start smoking to do so. 

£7 Smoking Doesn’t Help 
Kids Look Older 

And what about the notion that 
smoking makes a kid look older? 
You need to understand that a child 
who smokes in order to look older 
or more mature really believes that 
it works. However, you can ask 
your child to think about a personal 
acquaintance of his or her same age 
who smokes and consider whether 
or not smoking really does make 
that person look older. As an adult, 
you can point out that a fourteen- 
year-old smoking a cigarette looks 
like nothing more or less than a 
fourteen-year-old smoking a 
cigarette. In fact, to many older 
teens as well as peers, smoking to 
look older may seem a childish 
thing to do. 


C * Say “No” To Direct Peer 
Pressure 

Your child should be taught that peer 
pressure in the form of an offer or a 
challenge or a dare can often be 
resisted by the use of a simple “No" or 
“No, thank you." When said politely 
and with confidence, this approach can 
be very effective. 

However, sometimes a-simple “No" 
won’t work. If it doesn’t, another 
approach is to walk away and find 
something else to do or someone else 
to talk to. Removing oneself from the 
situation may resolve the problem. 

There will be times, however, when 
walking away is not the right solution. 
Your child may be with a person or 
group of people he or she does not 
wish to leave. If so. another way to 
demonstrate self-confidence and fend 
off the pressure is to use humor. It’s 
important that the humor be light¬ 
hearted and not confrontational. You 
and your child can have some fun 
discussing possible responses. 

Recognize that what works best to 
resist peer pressure will vary by 
individual and with different peer 
> groups. Discuss the approaches with 

your child, and let him or her decide 
which approach to use. 
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P What if your child 
is already smoking? 

Perhaps you have learned that your 
child has already started to smoke. 
What can you say? Start by being 
calm. Your objeciive is communica¬ 
tion, not confrontation. Tell your child 
that you know he or she is smoking and 
that you would like to talk about it. 

You may tell your child you would 
prefer that he or she not smoke, but you 
should not criticize intelligence or 
judgment, as this will quickly end the 
discussion. It is important to keep the 
communication lines open. In fact, 
your child probably assumed that you 
would disapprove if you learned he or 
she was smoking, so you should make 
it clear that it is because you love and 
care about him or her that you want to 
talk about it. 

Ask your child why he or she smokes. 

If the answer is, “Because you do” or 
“Because my friends do,” find out 
more. Chances are that the reason will 
turn out to be some kind of perceived 
social benefit. What you should say 
about smoking to a child who smokes 
is quite similar to what has already 
been discussed about what you should 
say to one who doesn’t, except that you 
should add that you would like very 
much for him or her to stop smoking. 


If Your relationship 
with your child is 
special 

Remember, your biggest advantage as 
you discuss hard issues like smoking is 
the love and respect your children feel 
for you. They value your opinion 
whether they will admit it or not. They 
want your approval. * 

Recognize that growing up is, hard, the 
lessons learned are tough, and your 
chances of being pan of that growing 
experience are limited. Let the discus¬ 
sion about not smoking be one of 
them. 
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P 7 Additional 
Information 

“How To Talk To Your Kids About 
Not Smoking Even If You Do” is 
designed to help you talk with your 
child about smoking. 

As a parent, there are several other 
behaviors you may want to discuss 
with your child. The organizations 
below can provide information about 
other lifestyle behaviors. 

American Council for Drug Education 

204 Monroe Street 
Suite 110 

Rockville. MD 20850 
(301) 294-0600 

Coalition of Hispanic Health and Human 
Services Organizations (COSSMHO) 

1501 16th Street, NW 
Washington, DC 20036 
(202) 387-5000 

Just Say No Foundation 

Room 210 

1777 North California Blvd. 

Walnut Creek. CA 94596 
(415) 939-6666 

Mothers Against Drunk Driving 
Nauonal Office 
P.O, Box 541688 
Dallas. TX 75354-1688 
(214) 744-6233 

Do It Now Foundation 

P.O. Box 27568 
Tempe, AZ 85285 
(602)491-0393 

Families In Action 

Drug Information Center 
Suite 204 

2296 Henderson Mill Road 
Atlanta. CA 30345 
(404) 934-6364 


Institute on Black Chemical Abuse 
2616 Nicollet Avenue 
Minneapolis, MN 55408 
(612) 871-7878 

National Clearinghouse for Alcohol and 
Drug Information 

P.O. Box 2345 
Rockville. MD 20852 
(800) 729-6686 

National PTA 
700 N. Rush Street 
Chicago, IL 60611-2571 
(312) 787-0977 

National Parents Resource Institute for Drug 
Education (PRIDE) 

50 Hurt Plaza 
Suite 210 

Atlanta. CA 30303 
(404) 577-4500 

There are other organizations that can provide 
additional information on these and other lifestyle 
behaviors The listing of an organization in this booklet 
does not imply that the organization endorses the 
information contained herein nor does it constitute an 
endorsement of the organization by RJ. Reynolds 
Tobacco Company or its Review Panel. 
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Thank you for taking the time to read this brochure and to leam more 
about complying with minimum-age laws. Keeping cigarettes out of the 
hands of kids is a major goal for everyone, and we appreciate your help in 
working with us to accomplish it 

"Support The Law.Jt Works" is a training and educational program 
designed to help retailers and their employees comply with minimum-age 
laws on age-restricted products. The program focuses on the importance of 
complying with existing minimum-age laws for cigarettes. However; die 
training techniques can be applied to any age-restricted product The 
program indudes a ranged materials to assist retailers and store clerks in 
this effort 

To receive any of the materials associated with this program, simply 
complete and mail the postage-paid order form included in the back of this 
brochure. .411 materials are available free of charge. 

Thank you for helping us keep cigarettes out of the hands of kids. 
Remember, when we all support the law,, jt works! 
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Government research and private studies agree - there are three 
major factors which influence underage smoking. Peer pressure and 
family influence have been shown to be the major reasons why kids 
start to smoke. Access to cigarettes is a contributing factor on an 
on-going basis. This is due, in part, to the fact that minimum-age laws 
aren't always followed. 

Retail managers and salespersons can’t do very much about peer 
pressure or family influence. But they can do something about underage 
access. Whether you’re a retail manager or store clerk, police chief or a 
concerned adult, you can help keep kids from buying cigarettes and 
other age-restricted products. It’s easier than you think. 
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All states have a minimum legal age for selling cigarettes. Why do 
states have such a law? Because citizens want it. They know cigarettes 
are adult products, just like beer and wine. And adult products shouldn’t 
be in the hands of children. 


Simple compliance works! 

Your state s minimum age is designed to keep tobacco products out of 
lads’ hands. But responsible retailers and employees can make sure the 
law is understood and followed. 

Education at store level can make a difference. Studies show that when 
retailers and the community support the law. sales to 
persons under the legal age can be reduced by 50% 
or more. That’s why the tobacco industry and the 
major retail associations support the law. Many 
police departments and the United States Junior 
Chamber of Commerce have endorsed the program 
described here as an important tool for helping keep cigarettes out of the 
hands of kids. 


JAYCEES 
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Following minimum-age laws can be a challenge. After all. you're 
dealing with the public. 

But it is the law. And in some areas, the employee breaking the law 
is responsible for any penalties or fines associated with the violation. 
Kids shouldn’t be allowed to purchase tobacco products, period. So, if 
someone underage does try to buy cigarettes, there is one answer..mo. 

Of course, you want to do so courteously, without offending the 
person. And that's surprisingly easy. On the fallowing pages, you’ll 
find proven ways to support the law... diplomatically! 
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The best way to handle a problem is to avoid it in the first place. That's 
why many stores post signs showing support for the minimum-age law. 
These signs send a clear signal to all customers: "We don't sell 
age-restricted products, including cigarettes, to anyone under legal age". 

With signs, you deter kids before they 
approach the cash register. Sips establish the 
ground rules. It’s a way forthe store to show its 
customers it is serious about compliance. It’s 
one way to prevent cigarette sales to underap 
persons, while minimizing unpleasant 
confrontations. 


'Vtf CHKXtf*' 
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A good way for store clerics to show their commitment to support 
age-restriction laws is to have them read and sip a Store Policy 
Acknowledgement Form. This form clearly states the store’s 
policy of supporting age-restriction laws, and reminds them 
how to professionally confirm legal age. It also allows them to 


signing a pledge not to sell age-restricted products to anyone 
under legal age. These acknowledgement forms can be 
ordered on the material order form included with this 
brochure. 
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Sometimes a young person will see a store’s minimum-age signs kit 
ask for cigarettes anyway. In those cases, regardless of whether 
attempting to buy for themselves or for an adult of legal age, you must 
request proper identification. You may only sell cigarettes to persons 


I Vfeuaty check to make aura the 
parson » of proper age. Looks 
can M deceiving, but someone who 
appears younger than your state's 
minimum age probably isl 


wrathe f) Iftnefi’iaJTyOouW.eskfor 

look* Z proper age identification, 

onewho explain: "We cam Ml ogarettse to 
Kata's anyone under the legal aga. So. juK 

to make aura, II need to sea soma 


3 Sa polite but firm. If the parson 
is of lagK age. ha orsha 
probably wont mind showing a 
driver's liosnss or other vaM ID. But 
if the person does giva you trouble, 
say. *rm forty. Our store policy says 
we cam sail sge-rastnctad products 
to an yone without proper ID. 


4 It the parson cant produce a 
valid ID—ragantiass of the 
reason —do not make the sale. Again, 
be pobte. Simply sty, Tm sorry, but 
we require an 10. May I help you with 
something aiae?* 
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of proper legal age. 

To make sure you're supporting the law, follow these simpiesteps 
shown below: 



5 11 the person snows an ID, but 
ifs not satisfactory, rtfuaa the 
salt. Check the 10 camuty, and If 
the birth yaar ha* baan attend or 
tha paraoo doesn't look like the ID 
photo. poWaty acknowledge that 
you canl oomplete the sate. 



6 8a informative. Tha person will 
understand your position batter 
if you explain it So cite your state's 
law. And mention that store policy 
requires you to enforce it That way, 
tha underage parson knows you're 
not arbitrarily refusing service. 



T Handoutastate-tawform. O Whattf the parsonsti doesn't 

(see resource materials on next O accept your refusal? Simply 
page). These forms provide say, hrtouid you like to speak with the 

customers a summary of your manager about It?* Often this wi 

state’s mtrwmum-ege law and store discourage an underage parson from 
pottcy. If the oerson doesn't persisting, 

understand your refusal, just hand 
out one of theM torma. explaining, 

This wM help you understand the 
law and our store policy' 
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When it conies to following the minimum-age law, you should have 
the support of others. That’s why we’ve put together these “Support the 
Law" materials. They represent a wide range of resources that make it 
easy for store clerks, as well as customers, to support the law. And 
every item is free. 

Just complete and mail the postage-paid order form in the back of 
this brochure. 


• Pdm-of*Purchaee Signs*, 
mat detar underage parsons 
from requentno tobacco 
products. Available in quantities 
art casJvfsgoitr sign, door 
dsoal, largo and small postan, 
carting danger, and vendng 
dtcol. 


"Wl CHECK IAV 








• TaspoffCanta*. that briefly explain 
mo atato mmtmum-age law and 
non policy. Each pad ccntams 
about 50 cards for tearing off and 
sharing with customers. 



•Buttons*, torsion 
dona and any other fndMduats 
to wser who want to to* others 
that thty support the law. 

. (2*di«ms»»r) __ 





























SM0K WHWU TWN^ 


To address the central issue 
of peer influence, we've 
developed a youth non-smoking 
program called “Right 
Decisions, Right Now.” It’s 
designed primarily to reach 
kids between the ages of 12 
and 15 - a time when many 
are struggling with peer 
acceptance. 

The basic program 
message (i.e.,“you don’t 
need to smoke to fit in or 
express yourself”) is 
taken straight to kids in 
middle and junior high 


schools with wall posters and 
other materials. 

You can help deliver this 
important message, too. Free 
posters are available for your 
store. (These materials do not 
carry any corporate 
identification.) 

For more information on 
“Right Decisions, Right Now,” 
check the program section on 
the order form. 
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For samples or quantities of the materials shown, please complete 
and mail this form (no postage needed). If you are a retailed please 
be sure to specify the state(s) in which you operate stores. 

Fill in quantities needed in the spaces provided: 


SUPPORT THE LAW 

"Haiping Rataiiata..." Brocnura 

“Support Tha UW 7-rmnuta 
Training Vtdao (limrt 5 par (tort) 

Calling Dangiarflimft 1 par (tort) 

Lanxnttad Ctxctdt* and Blrm Yaar 
Ramindar Card (limit 3 par nort) 

Larga Poatar -19* x 25* (Smtt 3 par atora) 

Small Poaiar -11 * x 14* (Hoat S par atora) 

Static OlngOacai-5* x7* 

Adttattva Back Dacai - r x 7* 

VtncHng DaoaJ 

Caaft Ragiatar Sign - 5* x r 
(1 par ra^atac bm 10 par Kora) 

Stott Policy Acknowladgamant Form 

Stata Law Ramindar Taar Pads (limit 20 oar (tort) 
SpaofyStaiaUVOty. _ 

Button*-2* (Urn* to par atora) 

RIGHT DECISIONS. RIGHT NOW 

lrv*toraPoatarSat-l6*x2S*{1 tat parttora) 
irvaeftool Poatar Program Information 

HELPING PARENTS HELP THEIR KIDS 

Count* rtop Oitplay Containing 25 BooMat* 

("How To Talk To Your Kida,..*’ 

Thteiaa: Q NawOrdar 0 Raordar 


QUANTITIES 


Eng)i*n 


Spamsn 

N/A 


m 

m 


m 


m 


N/A 

N/A 


N/A 

N/A 

N/A 


Total 


nvmipmm* com) 


Ha* 


CompanytStora 


TbW No. orator** 


StTMtAdOr*** 


CHyrStaw 


J_L 


AM 


EvwxngPhen* 


SPCoa* 


am* ru aavNotaa naicco co. 
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BUSINESS REPLY MAIL 

FIRST-CLASS PERMIT NO. 105 VWWSTOM-SALEM, HC 
POSTAGE WILL BE PAID BY ADDRESSEE 


Support The Law 

R.J. Reynolds Tobacco Company 
Public Affairs 
P.0. Box 2959 

Winston-Salem, NC 27199-2911 
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Parental guidance is another key factor in discouraging youth 
smoking. Research shows that kids may be more likely to smoke if 
one or both of their parents do. It’s important that parents talk to their 
kids about not smoking. So we’ve developed 
a booklet entitled “How To Talk To Your 
Kids About Not Smoking Even If You 
Do.” This 4" x 9" booklet addresses 
the needs of parents who smoke. 

You can offer this booklet free to 
your customers in a prepacked 
merchandiser designed for easy 
counter-top display. Simply check the 
section on the order form to order 25 
brochures in this prepacked merchandiser. 
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Support The Law 

H.J. Reytmlik Tolarco (Company < 
Public Affairs 
PC). Box 2959 

Winston-Salem, NC 27102-2959 
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A cooperative effort between 
R J. Reynotae Tobacco Company and 
ttie U.S. Junior Chamber ot Commerce 
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AVOID SEISING 
AGE RESTRICTED PRODUCTS 
TO UNDERAGE CUSTOMERS! 

This store strictly supports minimum-age laws governing the sale 
of age-restricted products: 

—We do not sell tobacco products or alcoholic beverages to 
anyone under legal age. 

—If there is any question about whether a person is of legal age, 
we ask to see identification. It is our store policy to check the 
identification of anyone who looks like they might be under 
legal age. 

Here's a reminder how you, as an employee, can help this store 
support the law: 

1. VISUALLY CHECK FOR LEGAL AGE. 

2. IF DOUBTFUL, ASK TO SEE IDENTIFICATION. 

3. IF NOT SATISFACTORY, DO NOT MAKE 
THE SALE. 

4. BE FIRM BUT POLITE. 

5. STATE THE STORE'S POLICY. REMIND THEM 
OF THE LAW. 


mm <u wwow# tomm eft 


TO BUY AGE RESTRICTED PRODUCTS, 
A CUSTOMER'S DATE OF BIRTH 
MUST BE ON OR BEFORE TODAY IN* 
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BACK ROOM REMMDER SIGN 


Place this reminder pgn in your lore’s bark room, on 
an employee bulletin board, or in any locaIron where 
it will he regularly seen by store employees. 

In the two spaces provided, write (with grease pencil 
or erasable marker) the birth years employees should 
look for when checking Ill’s- These years should then 
he updated annually. 


http://legacy.library.ucsf.edu/tid/njq07a00/pdBource: https://www.industrydocuments.ucsf.edu/docs/zfgl0001 



This store strictly supports minimum-age laws governing the sale of 
age-restricted products: 


- We do not sell tobacco products or alcoholic beverages to 
anyone under legal age. 

- If there is any question about whether a person is of legal age, we 
ask to see identification. It is our store policy to check the identi¬ 
fication of anyone who looks like they might be under legal age. 


Here’s a reminder on how you, as an employee of our store, can help 
support the law on our behalf: 

1. Visually check for legal age. 

2. If doubtful, ask to see identification. 

3. If the ID is not satisfactory, DO NOT make the sale. 

4. Be firm but polite. State our store policy and remind them of 
the law. 


Store Clerk Pledge 

« “I have read and understand our store policy on age-restricted prod¬ 
ucts. I have been informed of the legal ages for buying age-restricted 
products in our state, and will not knowingly sell these age-restricted 
products to anyone under legal age. I will check the identification of 
anyone who looks like they might be under legal age.” 

Signature- Date_ 

* 

\f77 


51604 6189 



Ifflifl J RlVJOlW TOBACCO CO 


"WE CHECK NX's" 



AGE RESTRICTED 
PRODUCT 



A cooperative effort between 
R.J. Reynolds Tobacco Company and 
the U.S. Junior Chamber of Commerce 
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Responsible Tobacco 
Retailer Program 



Employees WILL CARD customers 
who appear to be underage. 

o 

Employees are trained NOT to 
sell tobacco products to minors. 

o 

Tobacco products are monitored 
by store employees. 

o 

Employees are penalized 
for selling to minors. 

o 


Members will monitor compliance. 



Coalition for Responsible Tobacco Retailing 

1-800-WE ID 9GB fax 1-8D0-S3S-39GB 
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Retailers Refuse to Sell 



Roger McNeal of Alien, Oklo, credit! (hi 'We Card 1 proj'OTi with helping him rod lliegat 
tobacco purthatei at hit ilori. 


Pony milts outside of 
McAllister. Okla., on a calm stretch 
of Highway l In Allen, Roger 
McNeal is living Ills dream, After 
ivmking for oilier retailers for 
years, lie bought a store of Ills own 
in March IWS. 


Unfortunately. his dream didn't 
come without problems. 

"Evidently, whoever owned the 
store before me didn’t p»v attention 
like 1 do," said McNeal of 
McNeal's Past Pnc. "There were 
quite a few young.folks buying 


beers and cigarettes through the 
drive-through window. Once I 
knew, I put up a notice so my cus¬ 
tomers would know dial I did care 
whether teen-agers Ixiught alcohol 
and cigarettes here," 

Soon a Her, lie was Ini induced lo 
the "We Card” program materials al 
s trade show, Since lie’s been using 
the materials, he's had no oilier 
■problems with illegal lohacco pur¬ 
chases at Ills store, 

"The 'We Card' program 
doubly enforced what I was 
already doing," McNeal said. 
"I don't have a problem at all 
now, When underage customers 
come lo the drive-through window, 
my clerks mnv ask for proper 
Identification. The kids just drive 
away. They don't give os any 
hassle at nil." 

McNeal is among a griming 
number of retailers who are using 
Continued on page 6. 


“The 'We Card’ training helps retailers know how to say 
11.0 to illegal tobacco sales, ” An Interview With Vainer Rick McAllister 


Kick iVc.lt/ister. n fanner chief ry>enril¬ 
ing officer far <i c/xiin of conremence arid 
grocery stores, has Itei/wf (lie Naffanol 
Assncwliivi of Oxncnienor Stores (NACS) 
and (lie Cooliiion far ficsponsi/i/e Thhooco 
Weioi/ing (Cm) design prqgnmts lo 
prereiil inwli access in rigoreKes. lie 
derelo/ied die Emplqiee fkiinirijr ond 
faslinclnr (tnkfc.s far (he "llh (.W 
program <md noir series os one of 
CHTICt toy liniaers. toceriity, nt 
HlieniLUtif AfcA/tisIcr lo Jcrrm uirert lie 
does nod uhr ii nivks. 


THE PROORAM: WIuii did you 
learn from your experience writing 
training materials for NACS? How did 
that background prompt you lo do 
things differently for "We Card?" 

MCALLISTER: Wlisl ive'd done 
before was strictly aimed at C-Siorea. 
We lacked cross-channel vlslliility, 
There were all lliese programs out 
there, lint they didn't look (he same nr 
say the same tiling. No one program 
ivns integrated enough so that con¬ 
sumers emild recognire It wherever they 
Continued on next page. 



Rich MiAlllstir developed some 
material! used In the 'We Card 


of tin 
' program. 




































An Interview With Trainer Rick McAllister 


Continued from page 1. 



Thouumds of retail in turn parlldpattd la |rn training woihihops to learn how to 
handle difficult carding iltualloni. 


went. So, 'We Caret" is a program 
everyone can use - C-stnres,' 
groceries, supermarkets, gas stations, 
anyone who sells cigarettes, We're 
starting to set the signage and buttons 
all over. They've replaced the whole 
jumble of competing materials we 
had before. 

THE PROGRAM: But Is that 
what “We Card* is all about - signs 
and buttons? 

MCALLISTER: Not by a long 
shot) The program has two basic 
elements. The point-of-sale compo¬ 
nents communicate to customers that 
this store means business; we won’t 
sell to minors, to don’t even try. They 
also remind employees to uphold the 
law, Then there’s the second big 
element: training. That means helping 
employees understand the scenarios 
they'll face so they'll feel comfortable 
and won't make mistakes. 

THE PROGRAM: The scenarios? 

MCALLISTER: Yes. they're the 
focus of our training sessions. We con¬ 
centrate on three basic scenarios every¬ 
one faces. The first one is peer pressure 
- for Instance, when you have young 
people behind Lite counter, and they're 
easily intimidated or wheedled. Maybe 
their friends are pressuring them, 
or their classmates are making 
them feel "uncool," They want to leam 
how to refuse the sale without suffering 
the negative social consequences. 
Management must explain to young 


employees up 
front: “This will 
happen, You need 
to know what to 
say and how to 
deal with It,’ 

Otherwise, if 
the clerks aren’t 
prepared, they'll 
make the sale. 

THE PRO¬ 
GRAM: How 

do you prepare 
litem? 

MCALLIS¬ 
TER: You give 
them a strategy: .«- 
"I'm awfully sorry, 
bul I can't sell 
tobacco products 
to you because 
state law says 1 can't.* If Site clerks put 
tlie onus on the law, they're off the 
hook. And they can keep the customer 
happy loo. That's kev. 

THE PROORAM: Whal’s the 
second main scenario? 

MCALLISTER: The aggressive 
customer. That's the one sales people 
fear most. It's not a common scenario, 
but it does happen. You want to deal 
with the situation so It doesn’t escalate 
lievond control. 

" THE PROGRAM: And If It starts 
to escalate? 

MCALLISTER: We always tell 
sales clerks, "Make the sale," We 


"We leech 
pmclical 
lips on 
prcvenline 
underage 
tobacco 

i ” 

sales. 


don't want people risking their lives 
over a pack of cigarettes. So they 
should make the sale, but then they 
should Immediately report the whole 
episode to their aupervlsors. 

THE PROORAM: The third sce¬ 
nario? 

MCALLISTER: Third-party sales. 
And there are three types of these. 
Finn, there's the Innocent third party'. 
Say, for instance, you’re in the parking 
lot or just inalde the door, and you’re 
inleroepled by kids who say they’ve 
forgotten their licenses, so would 
you buy them a pack of cigarettes. 
Meanwhile, the alert clerk has 
seen what’s going on. The clerk 
says, very nicely, 'Well, you probably 
aren't aware of 
this, but state taw 
says I can't sell 
tobacco products 
lo anyone under 
age IS, and i 
think those kids 
who just inler- 
cepted you may 
be underage, so 
I'll have to refuse 
the sale." Nine 
times out or ten, 
the customer is 
relieved to learn 
he or she doesn't 
lutve lo buy 
the cigarettes. 

The second 
'kind of third- 
parly sale is 
when a child Is 
buying on behalf of parents. 
Historically, that's Ixen tolerated, but 
not any more. So sales clerks must say 
"No" In audi a way that parents^ 
understand and agree. We have lo 
retrain our customers that the rules 
have changed, That’s where the "We 
CbM" lip sheets come In handy. We 
tell sales clerks, "Just gtve one of 
these tip sheets to the kid, ask him to 
give It to Mom and Dad, and have the 
parents call me." Then, when the 
parents call, you explain, "Yes, 1 know 
we could always sell you cigarettes this 
way before, but we're not allowed to do 
it anymore. It's tlie law. If we disobey, 


we could be In trouble." 

THE PROORAM: ".lull's the thin 
form the third-party sare can take* 
MCALLISTER: A parent buys for 
child. That’s the most sensitive situs 
lion. The parent responds, "No on 
has Ihe right lo tell me how to raise m; 
kids!" The employee must interven 
and say, “Sorry, but the law says 
can’t even sell cigarettes to you i 
you're going to turn around and supply 
them lo your kids." Then the paten 
may repeat angrily, “Don't tell me Iwv 
to bring up little Juntorl" So tlv 
employee says something like, "Yoti'r 
absolutely right, and t hale lo do lids 
but it's the law. I've got no choice," 
So you see, our major objective 1 
to get the employees lo understand Ih 
situations they’ll encounter and th 
strategies they'll need. The cntcla 
thing is how to refuse tlie sale. 

THE PROGRAM: Can yoi 
give (hem any general guidelines fo 
doing (lull, nr is it always on . 
case-hy-cBse basis? 

MCALUSTER: There am thro 
general guidelines. Pirst, after yen 
check Ihe ID and determine that tlv 
kid's underage, you remove th 
product - physically - from tlie sale 



Bold ilgnagt that dimly states (He law 
https to take thi pressure off of salts dull 

area. Second, while you're remnvin 
the product, you cite Ihe stale law. Till 
takes the burden of responsibility o 
the employee and places it squarely o 
the government, Third, you Iransitio 
Continued on pngt { 
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There’s More To 
The “We Card” Program 
Than The Retailers. 



Coalition for Responsible spectrum. In just one year, and outdoor advertisers are 
Tbbacco Retailing envisioned however, the "We Card" all embracing the program, 
creating a program to program has become much helping in their own way to gel 
prevent tobacco sales to minors more than a retail program, the word out to retailers in 
that would be accepted and Law enforcement and health their areas. 

Continued on next page. 
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Not Just A Retail Program 


j Continued from page 3. 

Read deButts, execu- 
i tive director of the 
Coalition, says the 
response is better 
than anyone could 
have hoped for, 

i "The overwhelming 
interest has allowed 
us to create a web of 
support for retailers as 
they work to address 
underage access to 
tobacco," deButts said. 
“With the help of other 
industries, every retailer 
in the country will soon 
have an opportunity to 
participate in the 'We 
Card' program." 

Why have so many 
i embraced the "We Card" 

1 program? Jack Advent, 

1 executive director of 
the Ohio Association of 
Tbbacco and Candy 
I Distributors, says it best: 

"If we are going to, 
as an industry, say 
; we don't want kids to 
| have access to tobacco 
| products then we have to 
| do more than give it lip 
! service, We have to give 
| our best shot at making 
it a reality." 
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Polite Departments 
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Law enforcement officers aay Officer Dan Crouse of the Red 
they'd rather head ofT illegal tobacco Oak, Iowa, Police Department, was 
sates than track down violators, introduced to "We Card n -at a training 
That’s why many are distributing seminar sponsored by Iowa Crime 
“We Card* brochures and free kit* to Prevention Training, 
relaikrs in their areas. _ 

Officer Thomas Fournier in 
Burlington, Mass., read about 
"We Card" In the local newspa¬ 
per, ordered 40 kits add passed 
nut 35. Fournier said the kits 
haw been a public rein lions 
opportunity for his department. 

“The kit* enable us to 
let retailers know we aren't 
just out there to try and 
catch them selling cigarettes," 

Fournier said. “We want to help 
them. 'We Card' is a compre¬ 
hensive program of education 
and enforcement." 

The newfound relationship 
has allowed the Burlington 
officers to help retailers address 
. problem areas. 

“We found out when we 
were going around to Ihe stores 
offering kits that In one store 
a young clerk was being 
intimidated by oilier kids to sell 
them cigarettes, We were able, with 
a little bit of surveillance, in make 
sure these kids stayed away from 
The sieve." 

"'We Card' sends the message to 
kids that retailers are not going to 
tolerate underage sales and purchases." 


. \' .4 

. > 1 
- n r 


Ofltur Carl tltgbw wodti with liaising high ithool 
lludinti who will promt thi hits to ntaliir*. 

. “I'm otfering Hie kits to-retailers 
liecmise they are open to new Ideas 
and they art proactive on crime pre¬ 
vention," Crouse said. “The 'We 
Oil'd’ mnlerinls are excellent. The}' 
catch the eye very well. I think diet’ 
make people coming in to buy more 


aware that the business is trying It 
do something alxuit underage use, 
think il will make Idds think twice.' 

in Pueblo. Colo., poller 
haw taken a different approach 
School resource offlcet 
Carl lllgbee lets high action 
students present the kin 
to retailers. 

"We're gelling the kids It 
go out and actually try to make 
their community a little I teller," 
lllgbee said. "These kids art 
taking the kits and pnimnlhi| 
(lie program, and it's wnrkiti| 
really well. Hie retnllers liavr 
been very receptive." 

The Nnlional Association nl 
Mice Organisations (NATO), 
which represents 3,500 poiict 
associations and unions one 
more than 185,000 officers, pro 
vide* memliers with informa¬ 
tion about "We Card" and 
encourages lliem to pass the 
information along to retailers. 

“We got involved in the 'Wt 
Card’ program knowing the 
importance or trying to educate 
children why they shouldn't 
smoke," said Roliert Scully, the exec¬ 
utive director of NAPO. "MfeCard' 
is a worthwhile program because ft It 
proactive and preventive," lie said. 

"it benefits law enforcement 
retail owners and the yonih ol 
America. It's a win-win ailualion." 


II f (I I 


Several county health depart¬ 
ments from across the country, many 
charged with upholding local tobacco 
sates regulations, are ordering "VW 
Catd" kits to sliare with retailers. 

.ludilli Davidson of Jo Daviess 
County Health Department in Calena, 
111., first saw the "We Card" materials 
in a Mobil gas statkin. 

"I walked in to get gas and said, 


Hj>,o M f I 


"Thai's prelty good signage you have 
there.' It was the 'We Card' program, 
I lilted ihe materials because they 
are blunt. 1 think we need to lie 
very direct in our approach for 
the children." 

Davidson said she plans to offer 
Ihe materials to local retailers who 
don't have them, 

Kerry Whipple of Freeport, III., 


tf II i S 


wants to feature the materials ai 
seminars offered Ity the Stephens™ 
County llenlth Department. 

“1 like the kits iiecause they 
are visible, especially with the bright 
colors and big words," she said 
‘"They really make a point." 

County health departments it 
Missouri, Michigan and other stater 
have also ordered "We Card" kits. 


Blailiaagi gflaaaiiaiaafltott 
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0 u t & o o r Advertising 


Several outdoor ad\*rtlsing firms 
villi a national presence are divialirj 
liilllsiarJ space in familiarize commii- 
rlilies with the "He Card" message 
Itelnre consumer* enier the stores 

Itnn Advertising, Universal 
Outdoor Inc., Outdoor Systems 
Advertising and tiller Media, San 
Francisco, Calif,, are donating space in 
cities nationwide. 

IVrnn Advertising kicked off the 
"H’e Card’ billboard program by donat¬ 
ing outdoor advertising space in 
Rochester, N.V 

"This really ties in with what 
leiailers are doing," said Txkl Powers, 
general manager of Penn's Rochester 
division. "It adds consistency to the 
whole 'U'e Card' 
campaign when wit 
see our billboards 
and then you see the 
same message on 
the retail counters.“ 

According to 
Teresa Hoeltlmg or 
Universal Outdoor 
Inc., the “U'e Card" 
opportunity may 
help Ihe industry 
dispel (lie notion 
that outdoor adver¬ 
tisers are heavy 
tobacco advertisers. 


“Alxaut 75 to 60 percent of our 
business is local and that doe* not 
include lolracco advertising," Rneliling 
said. 'Hi wanted to show our city 
llndiannpolis| that we care. Tills I* a 
good way in let people know we stand 
Ircltind the 'U'e Card' program and we 
are against minors being sold tobacco 
products, W'e'vt already had some calls 
from people saying they like seeing the 
'Hie Card' hilllvard op and they appre¬ 
ciate our efforts in dial direction." 

"He are business people with fami¬ 
lies of (nir own," said Him Malinowski 
of Outdoor Systems Advertising In San 
Diego, Calif. "This Ls an Important Issue 
to all of us as corporate citizens and as 
parents with children." 



Thanh) to outdoor advertiser*, (onsunttrs encounter tin 'We 
Card' message before they enter the stores. 


t a y c c c .s 


Representatives from the ITS, 
,Junior Chandler of Commerce 
canvassed the countryside this scar - 
io a 54-Kiol customized van to raise the 
cotiniry’s sw-areness of ihe need to 
support state minimum-age laws. 

Kelly Wills, Jawees national 
president, said the organization 
launched "Jaycees Against Ynuth 
Smnlting,'' or JAYS, to target iuntil 
access in tobacco products, 

"'lt>ii many underage people buy 
cigarettes and smoke," Wills snlti. 
"The JAYS program was created to 
help retailers train empkivees to check 
Ills and comjily with the law." 

hi I Wo, Wills visited more than 
.Hill cities in 46 states to draw attention 
in the issue’, lie made several slops In 


each state to help local chapters kick 
off their own JAYS effort. Tltnse chap¬ 
ters visit retailer* to raise awareness. 

Through JAYS, Jaycees visit 
retailers and ask them to sign the 
"ITS. Junior Chamber Responsible 
Merchant" pledge, D,v signing, 
retailers promise never to sell tobacco 
products to minors; lo check for ID: to 
post at least one "Hie Card” sign; and 
to make sure employees understand 
state age restriction laws. 

Stores that sign Ihe pledge receive 
a certificate of recognition and "We 
Card" materials, 

The Jaycees, with more than 
2,500 chapters, have made JAYS a 
community service priority, Wills said, 


Wholesaler 
Distributors Strive 
to Fill in the Gaps 
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Refusal Tb Sell 

Continued from pagt I. 
die “We Card" program to Wop 
illegal series of tobacco 10 minors 
in mores, ,'lb dntu, mitre limn 
300,0Q0- kits Itav-e been dlslrl- 
.-.tftrwd nationwide and thousands 
of retailers have parlicipated In 
“We Card" training sessions, 

While many retailers say 
some minors still harass them 
when they refuse sales, they Bnd 
their employees arc Itdler 
et|iiipped lit aland their ground. 

Charli bridges of Jim 
& Clmrll's Stuff Shop in 
Collinsville, Tbxas, says she 
shouldn’t have to police her cus¬ 
tomers bill at least the “We 
Card" program makes ll easier, 

“This ought to be the 
parents' job," Bridges said. 
"With tlte 'We Card' materials, 
they |minors| still try tn buy it, 
Ittii 1 have my little calendar over 
here and we just check their ages 
out. Some just grin and go 
on. Others stomp out or here 
muttering and carrying on." 

Mel Seller, owner of Cedar 
Hill Grocery in Gilbertsville, Ky., 
agreed, He's encountered minors 
who present fake identification 
and ollters who claim to have left 
their drivers licenses cl home. 

"We get kids in here who 
look 35 but are only lfi," Seiler 
said. "I tell my clerks if you have 
any doubts nl nil to go ahead amt 
card them. I’ve found that cus¬ 
tomers who are over 18 will have 
identification In their hands 
because they've been carded 
before. The ones who are under 
18 say they’ve left it at home, but 
I tell them that is not a good 
excuse. They' know they can’t get 
cigarettes from us." 

The bright “We Card" sig¬ 
nage with its clear message, 
"Under 18 Nolbbacco We Card" 
serves as a reinforcement for 
retailers who are trying to uphold 
tile law. 

Steve Hosclaw of Avenue Cut 
Rate in Reading, Pa., said he 
now wants to concentrate on 
educating parents near his store. 


itttfiagidtafiuAikMi 




Many don’t understand why they 
can no longer send (heir under¬ 
age children in to buy cigarette*. 

"1 knew these six, seven and 
eight-year-olds weren't smoking 
back then," Hosclaw said. "I did 
their parents a favor. But then 
the kids grew up and started 
smoking and tried to say they 
were buying cigarettes tor their 
parents. It was wrong for me to 
sell to them back then, liven 
their parents call now and ask 
wliy I won't sell their kids 
cigarettes any more, I say It's 
illegal and !'m not going to break 
the law for you." 


The bright 'We Cord' 
signage with its clear 
message, 'Under 18 No 
Tobacco We Card" serves 
as a reinforcement for 
retailers who are trying 
to uphold the (aw. 


Some retailers aay 
they've implemented miter 
strategies along with the 
“Wc Card* materials. For 
example, McNeal, of Allen, 
Oltln., said he no longer 
hires underage clerks 
because they are more 
suscepilble to peer pressure 
and Intimidation. 

"I think that was part 
of the problem,” lie said. 

"Tlte previous owner had 
high school students working 
here but I've upped the age of 
my employees,” 

Diana Chagnon, the owner of 
Corner Mini Marl In West 


Newton, Mass., said site lias 
threatened to call the police on 
minors who try lo leave money 
nn the counter and walk out of 
the store with cigarettes. 

“I’ve told ihem if w.mt 
cigarettes go place else,"^ 
Chagnon said, “Dot^pngrWmfy 
Job difficult,Vi.". ! 

Chagnon said the "We Card" 
materials have helped iter 
enmlHH underage sales, tn fact, 
her employees passed nine 
consecutive compliance checks 
at her store. Thai’s why she’s 
fighting "city hall" to protest a 
tenth check In which a 6'2 male 
was sent in to buy cigarettes, 

"My employee was 6’I and 
24 years old," diagram said. 
"He knows alnwit carding but lie 
looked at litis kid as an equal. 

In fact, nlmut fit) percent of 
the stores (hat dny sold to the 
same minor,” 

Chagnon look her case to the 
mayor and to the newspaper. 
While officials agreed that 
the minor (hey used in those 
compliance eheclts was a poor 
choice, they would not revoke 
the citation she received. 
Chagnon says she is even more 
aggressive In her carding efforts 
now. Site (fives cash incentives 
lo employees who pass 
compliance checks. 


“It’s lieller than paying the 
fine," she said. "1 told my 
employees I can’t afford the 
fines. You have to be on your 
toys or 1 will have tn let you go." 



Minors whs torn* to tin NcNcsti drift-through 
window drift on without lobocto products. 
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The SAMHSA Regulations: 


One of the Most Important Reasons to 'Me Advantage of Free "We Card” Materials 


On January IV, 1996 tl« U.S, Department of Health and Human 
Services (Hi IS) issued new regulations to Implement the- 1992 Synar 
Amendment. The Svnar Amendment requires states to enact laws pro¬ 
hibiting the sale of tobacco to minors in order to receive block grants freon 
the Substance Abuse and Mental Health Services 
Administration (SAMHSA). lb be eligible to 
receive these federal funds, states must: 


( Have in effect a law prohibiting the sale 
of tohacco to individuals under the age 
or 18 . 

• Enforce the law "in a manner that can 
reasonably be expected" to reduce youth 
access to tobacco. 

• Conduct random, unannounced 
inspections. 

• Submit a report each year to the 
Secretary of HI IS setting forth the stale's 
plan for enforcement along with a sum¬ 
mary of past accomplishments. 


Within several years, all stales must achieve 
a compliance rate of 80)6. That Is, minors 
must not Ire able to buy tobacco products 



over-the-counter or from vending machines more titan 20% of the time, 
In addition, statea must meet annual interim compliance goals that they 
aet for themselves, if these goals are not met, the Secretary of HUS will 
withhold up to 40% of that state's block grant for that year. 

In older to accurately project these interim 
goals, stales will be conducting ‘random, unan¬ 
nounced inspections” - or "stings' - or retailers 
during fiscal year 1996 to determine a baseline 
compliance figure. States that have lower com¬ 
pliance rates, where minors can more easily buy 
tobacco from retailers, will be allowed more time 
to achieve the 80% “no aale" requirement. 

The governor of each state will determine the 
most appropriate agency or group - public or 
private - to carry out the Inspections. However, 
the SAMHSA regulations stress (hot the unan¬ 
nounced Inspections should be conducied In a 
‘fair, consistent, unbiased, planned manner' 
and protect retailers against entrapment. 

Widespread and consistent use or "We Card" 
training materials is an integral part or achieving 
these compliance goals. Don’t cause your state to 
lose federal funds: make sure YOUR clerks 
know the law! 


Coalition for Responsible Tbbacco Retailing Kit Distribution 

f'jc'"' 1 ''"' -Qaterjii )d Kit Distribution Analysis 
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Training Roundup 
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An Intemew 
With Ttainer 
Rick McAllister 

Continued from page 2. 

jwtr customer from rejection Ic 
respect. How you deal with the cits 
tomer's sense of rejectim largely deter¬ 
mines tvlial happens nest. You can get 
embroiled in a confromaiira, Or you 
can win the -customer over as a loyal, 
king-term patron. 

THE PROGRAM: How do ywt 
make (hat transition? 

MCALLISTER: ’Oosh," you 

could say. Tm really sorry 1 can't 
make this sale, 1 don't want to lose yam 
as a customer. Is there sontelltlng else I 
can do for you? Can I ring up your 
snacks or this milk and bread you have 
here?" TVeat (he customer with lionor, 
allay Ills sense of embarrassment, and 
you'll reduce the possibility of an emo¬ 
tional blowout. 

THEPROORAM: How is litis "slt- 
ualionar training approach working? 

MCALLISTER: Tlte program in 
Inlal, with UHh hs mailt ns|iecls of 
poInt-oT-sale and (raining, is working. 
In a suhstantial numlier of cities, cotm- 
lies and stales, the authreltles them- 
selves are impressed, and tlicy readily 
embrace the "We Card" concept. Tlve 
Jaycees, some or the slate people 
charged with enforcing the Synar 
Amendment, even the health depart¬ 
ments - all have requested our kits, 
and many have jumped on board. We 
just need to get more retailers on board 
... and specifically gel more to attend 
the training events, 

Vfc're aiming for 100% participa¬ 
tion across the Ixvml, and v\e think 
that’s a realistic goal. Iiecmtsc die prn- 
*gram Is flexible. Yon don't hare (o use 
everything In the “We Cnrd" kit. Just 
pick tvltalever parts of (lie program you 
want to use In your store. We hope 
relail penile out there will grasp the 
seriousness of the issue and then invest 
time and effort Into using the materials. 
That's the only way "We Card" will 
work nationwide. 
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FREE 

Inform your customers of the FDA 

FREE 

Materials 

regulations’ “carding” requirements 

Materials 


ORDER FORM 


Order 

Quantity 

_Tearpad: A Tearpad of 25 sheets that retailers can use to 

inform customers of the FDA “carding" requirements. 

Counter Sign: A counter sign alerting customers to the FDA 
“carding" requirements. 

Manager/Store Contact Marne._ 

Business Name:_ : _ 

Address:_ 

City:___State:_ ZIP: _ 

Phone: (_)__Fax: (___)___ 

{■ f 

\ 

Courtesy of the Coalition for Responsible Tobacco Retailing 

Matt this Order Form or Call 1-800-WE ID 968 or Fax: 1-800-935-3968 


QQZ1 

t 

1 1 f 
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SPECIFY FOR AGE OF PURCHASE MATERIALS: 
Z Tobacco Z Tobacco/Alcohol 

till ORDERING 


_ Please send me_(qty) ’*\Ye Card" Kits 

Z Please send me_(qty) 1997 Renewal Klls 

I update vour 1996 material* to the current year) 
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TVPE OF HI! 


Z Convenience Store Kit _ Grocery/Mass Retail Kit 

Training \1deos must be ordered separately. 


CONVENIENCE STORE KIT 
2 Vlndow/Door Decals 
2 Counter Signs 
1 Calendar 

4 Age of Purchase Stickers 

1 Breakroom Poster 

2 Employee Training Workbooks 


GROCERY STORE KIT 

2 Window/Door Decals 
4 Age of Purchase Stickers 

1 Breakroom Poster 

2 Employee Training Workbooks 


HDDITIONRL ITEMS DVIILRILE 


PLEASE INDICATE QL ANTITN 

_“We Card” Pins 

“We Canl" Counter Signs 

"We Card" Window/Door 
Decals 

“We Card” Tearsheel Pads 

Age of Purchase Calendars 

_Breakroom Reminder Posters 

{shows year) 

_Training Video Cassettes 

Age of Purchase Stickers 
(stows year) 

Employee Training Workbooks 


4 


Manager/Store Contact Name:_ 

Business Name:____ 

Address:___ 

City: __State:_ZIP: 

Phoned I_: Fa*( ) __^ 
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STATE LAW PROHIBITS THE SALE OF TOBACCO TO MINORS. 



STATE LAW PROHIBITS THE SALE OF TOBACCO TO MINORS. 
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Please have your ID ready 


Effective February 28,1997, 
we are required under Food 
and Drug Administration 
(FDA) regulations to verify 
age through a photo ID that 
includes date of birth from 
any person buying cigarettes 
or smokeless tobacco who is 
26 years of age or younger. 



Courtesy of the Coalition For Responsible Tobacco Retailing 
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Responsible Tobacco 
Win Program 


This company participates In the Responsible Tobacco 
Retailer Program. The program's training materials and signs 
help retailers ensure that tobacco products are not sold to 
minors. The program's voluntary guidelines are listed below. 


Employees WILL CARD customers 
who appear to be underage. 

O 

Employees are trained NOT to sell 
tobacco products to minors. 

O 

Tobacco products are monitored 
by store employees. 

O 

Employees are penalized for 
selling to minors. 

O 

Members will monitor compliance. 


Coalition for Responsible tobacco Retailing 
1-BOO-WE ID 9B8 
fax 1-80D-93S-39BB 


Mrt 





To our Valued Customer, 

Effective February 28,1997, we are required 
under Food and Drug Administration (FDA) 
regulations to verify age through a photo iD 
that includes date of birth from any person 
buying cigarettes or smokeless tobacco 
who is 26 years of age or younger. 

If you have questions or comments, contact: 

Office of Policy (HF-26), Food and Drug 
Administration, 5600 Fishers Lane, 

Rockville, MD 20857. 



Courtasy of the Coalition For Responsible Tobacco Retailing 
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1997 Hge of Purchase Calendar 
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TO AVOID SELLING TOBACCO 
PRODUCTS TO UNDERAGE CUSTOMERS: 


L VISUALLY CHECK FORlEGAL AGE. 

2. IF IN DOUBT, ASK FOR IDENTIFICATION. 

3. IF NOT SATISFACTORY, DO NOT MAKE THE SALE. 

4. BE FIRM, BUT POLITE. 

5. STATE THE STORE'S POLICY. 

6. REMIND CUSTOMER OF STATE LAW. 

UNDER 18? 

NO TOBACCO! 


bl«i i II > n | h 
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STATE LAW PROHIBITS 
THE SALE OF TOBACCO 
TO ANYONE UfJDEflf 18. 
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IN THE CHANCERY COURT OF JACKSON COUNTY, MISSISSIPPI 
IN RE MIKE MOORE, ATTORNEY GENERAL EX REL, 

STATE OF MISSISSIPPI TOBACCO LITIGATION CAUSE NO. 94-1429 

DEFENDANTS’ NOTICE OF DEPOSITION; MR KEVIN VERNER 
PLEASE TAKE NOTICE that pursuant to the Mississippi Rules of Civil Procedure, 
Defendants will take the videographic deposition of Mr. Kevin Vemer ("Mr. Veracr") 
defendants' expert witness, commencing at 1:00 p.m. on Saturday, March 22, 1997 at the 
offices of Jones, Day, Reavis & Pogue, 77 West Wacker Drive, Chicago, Illinois or at another 
location proposed by plaintiff. 

The above deposition will be taken upon ora) examination pursuant to the Mississippi 
Rules of Civil Procedure, You an invited to attend and take part as you deem necessary and 
proper. 

Dated: March 20, 1997 

Pascagoula, Mississippi 

Respectfully submitted, 

By. COL1NGO, WILLIAMS, HEIDELBERG, 
STEINBERGER & McELHANEY 


COLINGO, WILLIAMS, HEIDELBERG, 

STEINBERGER & McELHANEY 
Post Office Box 1407 
711 Delmas Avenue 
Pascagoula, Mississippi 39568 

I'Uy^J S'/ 


: Q/lil. (domes 

^RTColiiigo 0 < V 

J LIAISON COUNSEL FOR DEFENDANTS 
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certificate 


I, Joe R. Colingo, of the law firm of Colingo, Williams, 
Heidelberg, steinberger £ McElhaney, PA, do hereby certify that I 
have this day forwarded the above and foregoing DEFENDANTS’ NOTICE 
OF DEPOSITION: Kevin Vemer to the following counsel of record: 
I. Liaison Counsel for the Plaintiff 
Richard F. Scruggs, Esq. 

Scruggs. Millette, Lawson, Bozeman £ Dent, p.a. 

Post Office Drawer 1425 (39568-1425) 

734 Delmas Avenue (39567) 

Pascagoula, Mississippi 
Phone: (601) 762-6068 

Fax: (601) 762-1207 


II. Defendants' Counssli 


AMERICAN 


NATIONAL COUNSEL: 

Gregory Loss, Esq. 

Thomas McCormack, Esq. 
CHADBOURNE £ PARKE 
30 Rockefeller Plaza 
New York, New York 10112 
Telephone: 212-408-5100 
Facsimile: 212-541-5369 


James E. Upshaw, Esq. 

Lonnie Bailey, Esq. 

UPSHAW, WILLIAMS, 

BIGGERS, BECKHAM £ RIDDICK 
309 Fulton Street 
P.O. Box 8230 
Greenwood, ms 38930 
Telephone: 601-455-1613 
Facsimile: 601*453-9245 


John Banahan, Esq. 

BYRAN, NELSON, SCHROEDBR, 
CASTIGLIOLA £ BANAHAN 
1103 Jackson Avenue 
P.O. Drawer 1529 
Pascagoula, MS 39568-1529 
Telephone: 601*762*6631 
Facsimile: 601*769*6392 
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BROWN ft WILLIAMSON 


NATIONAL COONaBLi 

william E. Hoffmann, Jr., Esq. 
Gordon a. Smith, E8q. 

KING £ SPALDING 
191 Peachtree Street 
Atlanta, Georgia 30303-1763 
Telephone: 404-572-4600 
Facsimile: 404-572-5100 

David M. Bemick, Esq. 

James C. Munson, Esq. 

Todd A. Gale, Esq. 

KIRKLAND & ELLIS 
200 East Randolph Drive 
Chicago, IL 60601 
Telephone: 312-861-2248 
Fax: 312-861-2200 

william C. Hendricks, III, Esq. 
KING £ SPALDING 
1730 Pennsylvania Ave., N.W. 
Washington, D.C. 20006-4706 
Telephone: 202-737-5611 
Fax: 202-626-3737 

Kenneth N. Bass, Esq. 

Kathleen T. Mullery, Esq. 
KIRKLAND £ ELLIS 
€55 Fifteenth Street, N.W. 
Washington, D.C. 20005 
Telephone: 

Fax: 


LOCAL COON BEL: 

George P. Hewes, III, Esq. 
Christopher Shapley. Esq. 
BRUNINI, GRANTHAM, GROWER 
£ HEWES 

1400 Trustmark Building 
248 East Capitol Street 
P.O. Drawer 119 
Jackson, MS 39205 
Telephone: 601-948-3101 
Facsimile: 601-960-6902 


COUNCIL FOR TOBACCO RESEARCH 
NATIONAL COUNSELt Local Counsel: 


Bruce Merritt, Esq. 
DEBEVOISE £ PLIMPTON 
875 Third Avenue 
New York, New York 10022 
Telephone: 212-909-6000 
Facsimile: 212-909-6B36 


Alex A. Alston, Jr., Esq, 
ALSTON, RUTHERFORD 
£ VAN SLYKE 

121 North State Street 
P.O. Drawer 1532 
Jackson, MS 39215 
Telephone: 601-948-6882 
Facsimile: 601-948-6902 
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HILL fc KNOWLTON 

NATION, JEgfflfflBfc i LOCAL COUNSEL: 


Bruce Ginsberg, Esq, 
Yvonne Look, Esq. 

DAVIS & GILBERT 
T740 Broadway 
New York, NY 10019 
Telephone: 212-468*4800 
Facsimile: 212-468-4088 


William M. R&iney, Esq. 

FRANKE, RAINEY A SALLOUM 
2605 14th Street 
P.o. Drawer 460 
Gulfport, NS 39502*0460 
Telephone: 601*864*7961 
Facsimile: 601-860-7090 


LORILLARD 


NATIONAL COUNSEL: 


Gene E, Voigts, Esq. 

William J. Crampton, Esq. 
Robert E. Northrip, Esq. 
Donald J. Kemna, Esq. 

Allen R. Purvis, Esq. 
c.raig e. Proctor, Esq. 
William S, Ohlemeyer, Esq. 
SHOOK, HARDY & BACON 
One Kansas City Place 
1200 Main Street 
Kansas City, Missouri 64105 
Telephone: 816-474-6550 
Facsimile: 816-421-2708 


J. William Newbold, Esq, 
THOMPSON COBURN 
One Mercantile Center 
St. Louis, Missouri 63141 

LOCAL COUNSEL« 

Lawrence J. Franck, Esq. 

J. Collins Wohner Jr., Esq. 
BUTLER, SNOW, O'MARA 

STEVENS £ CANNADA, PLLC 
210 East Capitol Street 
17th Floor (39201) 

P.O. Box 22567 
Jackson, MS 39225-2567 
Telephone: 601-948-5711 
Facsimile: 601*949-4555 


R.J. REYNOLDS 


NATIONAL COUNSELi 

Robert F. McDermott, Jr., Esq. 
Barbara McDowell, Esq. 

Pater Biersteker, Esq. 

JONES, DAY, REAVIS, 6 POGUE 
Metropolitan Square 
1450 G Street, N.W. 

Washington, D.C. 20005-2088 
Telephone: 202-879-3939 
Facsimile: 202-737-2832 
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NATIONAL C0UN8BL.* 

James E. Scarboro, Esq. 
ARNOLD ft PORTER 
One United Bank Center 
Suite 4000 
1700 Lincoln Street 
Denver, Colorado 80203 
Telephone: 303*863-1000 
Facsimile: 303-832-0428 

Murray Gamick, Esq, 

Peter T. Gross!, Jr., Esq. 

ARNOLD ft PORTER 

555 Twelth Street, N.w. 

Suite 1253 

Washington, D.C. 20004-1202 
Telephone: 202-872-6700 
Facsimile: 202-942-5999 

Stephen D. Susman, Esq. 
vineet Bhatia, Esq. 

SUSMAN GODFREY L.L.P. 

1000 Louisiana, Suite 5100 
Houston, TX 77002-5096 
Telephone: 713-651-9366 
Facsimile: 713-653-7897 

Janet L. Johnson, Esq. 

Julia Tyler, Esq. 

JOHNSON ft TYLER, P.C. 

2127 R Street, N.W. 
Washington, D.C. 20008 

Lonnie D. Nunley, Esq. 

HUNTON & WILLIAMS 
951 East Byrd Street 
Richmond, VA 23219-4074 


Telephone: 804-788-8679 
Facsimile: 804-788-0219 

Herbert M. Wachte.ll, Esq. 

David M. Murphy, Esq. 

WACHTELL, LIPTON, ROSEN ft KATZ 
51 West 52nd St. 

New York, New York 10019 
Telephone: 212-403-1000 
Facsimile: 212-403-2000 

John Helms, Esq. 

SUSMAN GODFREY L.L.P. 

2323 Bryan, Suite 1400 
Dallas, Texas 75201 
Telephone: 214-754-1931 
Facsimile: 214-754-1933 

Jordana Schwartz, Esq. 

John Hay, Esq. 

Henry Fieldman, Esq. 

XALKXNES, ARKY, ZALL 
ft BERNSTEIN, LLP 
1675 Broad Street Suite 2700 
New York, New York 10019 
Telephone: 212-541-9090 
Facsimile: 212-541*9250 


LOCAL-COUNSEL 

Joe Sam Owen, Esq. 

OWEN, GALLOWAY ft CLARK 
Markham Building 
2301 14th Street 
Gulfport, MS 39502 
Telephone: 601-868-2821 
Facsimile: 601-864-6421 
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TOBACCO INSTITUTE 


NATIONAL AND LOCAL COUNSEL» 

Mark P. caraway, Esq. 

James L. Robertson, Esq. 

WISE, CARTER, CHILD & CARAWAY 
P.0. BOX 651 
600 Heritage Building 
401 East Capitol Street 
Jackson, MS 39502 
Telephone: 601-968-5500 
Facsimile: 601-968-5593 

DISTRIBUTORS 

CORR-WILLIAMS TOBACCO COMPANY 
LAUREL CIGAR & TOBACCO COMPANY, INC. 
LONG WHOLESALE, INCORPORATED 
WIOLEY £ CULP, INC. 

THE LEWIS BEAR COMPANY 

E. Brooke Ferris, III, Esq. 

GIBBES, GRAVES, MULLINS, 

BULLOCK £ FERRIS 
P.O. Drawer 1409 
414 west Oak Street 
Laurel, MS 39441-1409 
Telephone: 601-649-8611 
Facsimile: 601-649-6062 


SO CERTIFIED, 


this the 



day of March, 1997. 


IjDl- 

R. COLINGO O 7 0 


J&Z R. COLINGO O / 

junsel for Defendant 
R.J. Reynolds Tobacco Company 


March 20, 1997 
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RECEPTION 


IN THE CIRCUIT COURT OP THE 15ili 
JUDICIAL CIRCUIT IN AND FOR THE COUNTY 
OF PALM BEACH, FLORIDA 


THE STATE OF FLORIDA, ct aJ, ) CIVIL DIVISION 


Plaintiffs, ) 

) 


CASE NO. CL9J-1466AH 


THE AMERICAN TOBACCO ) 

COMPANY, et at.. ) 

et al. ) 

) 

Defendants. ) 


rasa 


TO: AU Counsel on attached service list 

PLEASE TAKE NOTICE that the undersigned attorneys will take the deposition of: 


NAME: 


Kevin Vemer 


DATE/TIME: Saturday, March 22,1997 <9 1:00 p.ni. 


PLACE: 


Jones, Day, Rearis & Pogue 
77 West Wacker Drive 
Chicago, Illinois 


Upon oral examination before Court Reporters, or any other Notary Public or officer authorized 
by law to take depositions in the State of Illinois. Said deposition was originally noticed in Iq 
Re Mike Moore. Attorney General Ex ReL State of Mississippi Tobacco Litigation, Cause No.: 
94-1429, which is pending in the Chanceiy Court of Jackson County, Mississippi. The 
deposition is being taken for the purpose of discovery, for use at trial, or for such other purposes, 
as are permitted under the applicable and governing rules. 


\f \Asr~KsJ 
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RECEPTION 


WE ^CERTIFY that a true and correct copy of the foregoing Ooss-Notico of 'I nl ine 
Deposition of Kevin Vemer was faxed and mailed to all counsel of record ou the attached service 
list on (his &,y of March, 1997, 

POPHAM, HAIK, SCHNOBR1CH A 
KAUFMAN, LTD. 

NationsBank Tower at International Hrcc 
100 S.E. Second Street, Suite 4000 
Miami, Florida 33131 
Telephonex(305) 530-0050 


DOUGLAS J. CHUMBLEY 
Florida Bar No.: 356301 
AMY FURNESS 
Florida Bar No. 0034355 

R. Dal Burton 
Paul Greco 

JONES, DAY, REAVIS & POGUE 
3500 One Peachtree Center 
303 Peachtree Street, N.E. 

Atlanta, Georgia 30308-3242 

Robert F. McDermott 
JONES, DAY, REAVIS A POGUE 
Metropolitan Square 
1450 G Street, N.W. 

Washington, D.C 20005-2088 

Counsel for RJ. Reynolds Tobacco Company 


51604 6220 



’ 111 2 1 <>: FRI U:-I7 FA-\ 


RECEPTION 


u’l(in J 


State of Florida, et aL v. The American Tobacco Company, et af. 
Case No. CL 95*1466 AH 
SERVICE LIST 


Murray R. Ganiick, Esq. 
Arnold <fc Porter 
555 Twelfth Street, N.W. 
Washington. D.C. 20004-1202 
On behalf of Defendants 


Telephone: (202) 

Facsimile: (207) 947-5999 


Stephen J. Krigbaum, Esq. Telephone: (407) 659-7070 

Carlton, Fields, Ward, Emmanuel, Smith & Cutler, P.A. Facsimile: (407) 659-7308 
Espcrante 

222 Lakeview Avenue 
Suite 1400 

West Palm Beach, FL 33401 
On behalf of Defendants 


Edward A. Moss, Esq. 

Anderson, Moss, Parks Sc Sherouse, P.A. 
25th Floor, New World Tower 
100 North Biscayne Boulevard 
Miami. FL 33132 
On behalf of Defendants 

Justus Reid, Esq. 

Reid, Metzger & Associates, P.A. 

250 Australian Avenue South - Ste 700 
West Palm Beach, Florida 33401 
On behalf of Defendants 

Robert M. Montgomery, Esq. 

Montgomery & Laimoyeux 
1016 Clearwater Place 
Post Office Drawer 3086 
West Palm Beach, FL 33402 
On behalf of Plaintiffs 

J. Anderson Berly, Esq. 

Ness, Motley, Loadholt, Richardson & Poole 
151 Meeting Street, Suite 600 
P. O. Boa 1137 
Charleston, SC 29402 
On behalf of Plaintiffs 


Telephone: (305) 358 -5171 
Facsimile: (305) 358-7470 


Telephone: (561) 659-7700 
Facsimile: (561) 659-6377 


Telephone: (407) 832-2880 
Facsimile: (407) 832-0887 


Telephone: (803) 577-6747 
Facsimile: (803) 577-7513 
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RECEPTION 
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Michael Maher, Esq. 

Maher. Gibson & Gulley 
90 East Livingston Street, Suite 200 
Orlando, FL 32801 
On behalf of Plaintiffs 

John Wayne Hogan, Esq. 

Brown, Terrell, Hogan, Ellis, 

McClamma & Yogelwelra P.A. 
804 Biackstone Building 
233 East Bay Street 
Jacksonville, FL 32202 
On behalf of Plaintiffs 

William C Gentry, Esq. 

Gentry, Phillips and Hodak, P.A. 

Six East Bay Street, Suite 400 
P.O. Box 837 
Jacksonville, FL 32202 
On behalf of Plaintiffs 


Telephone: (407) R39-0Rrtrj 
Facsimile: (407) 423-7938 


Telephone: (904) 032-2424 
Facsimile: (904) <>32-2027 


Telephone: (904) 356-4100 
Facsimile: <904) 356^1260 


I IMOTt.l 
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JOKES. DAY. REAVIS & POGUE 


ATLANTA 

IRVINE 

METROPOLITAN SQUARE 

TELEPHONE. 202-B7S]»3e 

BRUSSELS 

LONDON 

TELEX DOMESTIC BS2*10 

Chicago 

LOS ANCCLES 

l*SO G STREET.N.W. 

TELEX: INTERNATIONAL <*3»3 

CLEVELAND 

NEW YORK 

WASHINGTON. D C. 2000S-20BB 

CABLE: ATTORNEYS WASHINGTON 
FACSIMILE: 202.737-2B22 

COLUMBUS 

PARIS 

Dallas 

PITTSBURGH 


WRITER S OIRECT NUMBER 

FRANKFURT 

RIYADH 



GENEVA 

TAlPfl 



HONG KONG 

TOKYO 




11H:bb 

IUJ10J 

(202) 879-3991 


February 19, 1997 


VIA_TELECOEY 

Ann Ritter, Esq. 

Ness, Motley, Loadholt, 
Richardson & Poole 
151 Meeting Street# Suite 600 
Charleston, SC 29402 

Charles Mikhail, Esq. 

Scruggs, Millette, Lawson, 
Bozeman & Dent, P.A. 

734 Delmas Avenue 
Pascagoula, MS 39568 


Dear Ann and Charles: 

I am writing to you at Peter Biersteker's request 
regarding the available date for the deposition of Mr. Verner, 

Mr. Verner is available to be deposed on March 22 in 
Chicago. As you are aware, Mr. Verner is no longer an employee 
of R.J. Reynolds Tobacco Company. Accordingly, to accomodate his 
schedule, this deposition must occur on a weekend day. In 
addition, please note that we plan to conduct a direct 
examination of Mr. Verner and to-have this deposition video-taped 
.for use at trial. 


Please let me know at your earliest convenience if this 
date is compatible with your schedules. 

Sincerely, 


Geoffrey* K. Beach' 

S3 
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ftALMCH. NORTH CAROLINA 


VIA FACSIMILE (202) 942-5999 


Murray R. Gamick, Enquire 
Arnold Sc. Porter 
555 12th Street 
Washington, DC 20004-1202 

Re: Moore 

Dev V utray: 


experts 


Jwe accept the following dates which tuvo been provided for the depositions of defense 


03/0S/97 

Beasley. Lynn 

03/28/97 

Carmichael, Benjamin M. 

03/13/97 

Cm, Lawrence A. 

03/17/97 

Ciraulo, Domenic A. 

03/14/97 

Domroel, Paul R. 

03/20/97 

Ellis, Cathy L 

03/31/97 

George, William Jacob 

03/12/97 

Gletui, James F. (2 days) 

03/14/97 

Goff, David H. 

03/28/97 

Hamm, Jr., Thomas E. 

01/21/97 

Henke, Lucy L 

03/18/97 

Houghton. Kenneth S. 

03/03/97 

lauoo, David N. 

03/27/97 

Knight, Charles 

‘03/12/97 

Ldcringer, Jeffrey 

03/20/9? 

Long, Hugh W. 

03/13/97 

Lowery, James C. (Will) 

03/21/97 

Lockett, William S. 

03/28/97 

Ludemem, Kenneth M- (2 days) 

03/29/97 

Lyell, Mark 

03/07/97 

MoAllltter, Harmon C. (2 days) 

01/24/97 

MiUette, Terry J. 
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03/20/97 Mizcrski, Richard G. (2 days) 

M/29/97 

03/28/97 Morse. Edward V. 

03/27/97 Robinson, John 

03/12/97 Rowell, Peter P. 

03/31 /97 Rubin, Emanuel (2 days) 

03/19/97 Scat, BrmdsherT. 

03/18/97 Sancnik, Richard V. 

03/14/97 Simmons. RiUy 

03/24/97 Simmons. William S. 

03/12/97 Skates, John R. 

03/18/97 Taylor, Malcolm P. 

03/26/97 Thomas, Richard (2 days) 

03/26/97 Townsend. David E 

03/28/97 Verhaleu, Robert 

03/22/97 Vomer. Kevin 

03/11/97 Viscuzl, W. Kip (2 days) 

03/12/97 

03/21/97 Wildes, Kevin Wm. (2 days) 

03/27/97 Willey, Edward N. 

03/31/97 Williams, Parham H, Jr. (2 days) 

03/27-28 Worm, George 

we have shown in pBOdhcsesttatecapats for vfocm we need two days. We also want two 
days each Tor Mark Montgomery and William Wecker, for whom we Have not yet received dates of 
availabil ty. 

L addition, wc would like to move Lawrence Carr and Peter Rowell to March 24 and 23, or 
to March 25 and 26, respectively. Please let me know as soon as possible whether these dates will 
be avails ile. 

P ease do not hesitate to contact me if you have any questions. 

Very truly yours, 

Ojh w. 

Aim Kltnmel Ritter 

AKR/kw 


http ://leaacvJibrarv. ucsf.edu/tld/nia07a0Q/Ddf 



51604 6225 







JOKES, DAY, REAVIS 6 < POGUE 


ATLANTA 

LONDON 


BRUSSELS 

LOS ANGELES 

METROPOLITAN SOUARE 

CHICAGO 

NEW OCLMI 

1430 C STREET. N W. 

CLEVELAND 

NEW YORK 


COLUMBUS 

DALLAS 

PARIS 

PITTSBURGH 

WASHINGTON. D C 20003-2083 

FRANKFURT 


GENEVA 

RIYADH 


MONO KONG 

TAIPEI 


IRVINE 

TOKYO 



March 14, 1997 


TELEPHONE: 201'87* J»39 
TELEX: DOMESTIC 3*2410 
TELEX; INTERNATIONAL S43S3 
CASLE: ATTORNCT* WASHINGTON 
FACSIMILE: 202-7)7 2*32 
WRITER’S DIRECT NUMtER: 


(202) 879-3991 


VIA OVERNIGHT SERVICE 

Jodi W. Flowers, Esq. 

Ness, Motley, Loadholt, 
Richardson & Poole 
151 Meeting Street, Suite 600 
Charleston, SC 29402 


Re: Moore - Verner Deposition 


Dear Ms. Flowers: 

This will confirm that you intend to take the videotaped deposition of 
Mr. Kevin Verner on March 22nd in Chicago, Illinois at the location and time 
indicated on the Notice of Deposition received March 13, 1997. 

As I indicated to Ms. Hoffman, and previously on February 19th in a 
letter to Ms. Ritter, we anticipate conducting a brief video-taped direct examination 
of Mr. Verner following the conclusion of your deposition for use at trial. Ms. 
Hoffman told me that she would discuss this with you so that we can work out 
the necessary logistics. 1 am confident appropriate arrangements can be worked 
out, and appreciate your cooperation in that regard. 

Enclosed are the documents which defendants have agreed to 
produce in connection with the depositions of defense experts. In addition, I have 
two short video tapes to be produced and a few other items. These additional 
items are being duplicated and will be forwarded under separate cover early next 
week, or sooner if possible. s. 


Please do not hesitate to call if you have any questions. 


Very truly yours, ® 

CP* 

to 

Geoffrey K. Beach 

w * * *— 
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Ness, Motley, Loadholt, 
Richardson & Poole 


151 Meeting Strut, Suite 600 

Charleston, SC 29401 
(803) 720-9280 

Fax; (803) 720-9285 

FAX TRANSMISSION COVER SHEET 

Date: 

March 19. 1997 


To: 

Geoffrey K. Beach, Esquire 


Fax: 

(202) 737-2832 

.. 

Rc: 

Vcnxcr Deposition 


Sender: 

Colleen Carott for Jodi Flowers 


Client No.: 

053700 


The original 

_ tvill will not be mailed to you. 



YOU SHOULD RECEIVE 2 PACE(S). INCLUDING THIS COVER SHEET. IF 

YOU DO NOT RECEIVE ALL THE PAGES, PLEASE CALL (803) 720-9280. 

— ^ ***^,—■ 


CTMMIITULITT WTt 

Thle factlmilo tronamloalan contain* loyally prlvlitfod and confidential 
Information Intended only for the uae of tho individual or amity nao n d 
etnve. If tho roodor of thl* nttaaoe la not tho Intended recipient, you 
or* hereby notified that any diaaonInation, dtoeloauro, diatrlbutlon or 
copying of thla tranemlaaten la atrlctly prohibited. If you have roeolvod 
tMa coflamnlcation In trror, ploaaa lataadiitoly notify ua by tolophono and 
return th* original meat eg* to ua at tho obevo oddraaa yji the U.t. foetal 
torvie*. 
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Ness. Motley, Loadholt, Richardson & Poole 

fKOFfiMKlNAL ASSOC(A) ICIN 
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DO ACT tMAL lOMXtll l 
FAX: Wt-’M-mit 


I J I MEETINU STREET, SUITE 400 
FOJT OFFICE IOX ID) 
CHAULEKTON. SOUTH CAROI INA J« 4 M 
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March 19, 1997 


VIA FACSIMILE (202) 737-2832 

Geoffrey K, Beach, Esquire 
juries, Day, Roavis & Pogue 
1450 G Street, N.W. 

Washington, DC 20005-2088 

Dear Geoffrey: 

I write to address your request that the defense be allowed to take an hour-long direct 
video deposition during the March 22nd deposition of Mr. Verner. In light of the defense's 
position that Mr. Verner will not bo brought to trial, after having had an opportunity to 
confer with other counsel for the State, we have decided we have no need to take a 
deposition of Mr. Verner, and are thus canceling his deposition. I would appreciate H If you 
would notify Mr. Verner and other defense counsel of this decision. 

Please do not hesitate to contact me should you have any questions. 


Yours very truly, 

Jodi W. Flowers 


IWF/crc 
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Ness, Motley, Loadholt, 
Richardson & Poole 

P.O. Pox 1137 
Charleston, SC 29402 
(803) 720-9284 
Fax. (#03) 720-9285 

FAX TRANSMISSION COVER SHEET _ 

March 21. 1997 
Geoffrey K. Beach. Esquire 
(202) 737-2832 

Kevin Verner Deposition Notice 
Colleen Caron. Legal Secretary to Jodi Flown 
OS3700 

will x will not be mailed to you. 

YOU SHOULD RECEIVE 2 PAGE(S). INCLUDING THIS COVER SHEET. IF YOU DO NOT 
RECEIVE ALL THE PAGES. PLEASE CALL (803) 720-9284 


Date: 

To: 

Fax: 

Re: 

Sender: 
Client Nik: 
The original 


Thi* feealmila trenenitelon contain* legally privileged end confidential 
Information intended only for the g»a of the Individual or entity named 
above. If the reader of thlc mettage (* not the Intended recipient, yog 
art hereby notified That any dteeemfnetion, ditcloiura, dlitributlon or 
copying of thlc trenwnfeeion la etrletly prohibited. If you hive received 
thli communication in error, plaaaa inmediitety notify u* by telephone and 
return the original raeeege to u* at the above eddregg xil the u.s. foitel 
Service. 
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March 21, 1997 



Geoffrey K. Beach, Esquire 
lunes, Day, Reavis & Pogue 
1450 C Street, N.W. 
Washington, DC 20005*2088 


RE: Kevin Vemer Deposition Notice 

Dear Geoffrey: 

We received yesterday evening, Thursday, March 20, 1997, a Notice of Deposition 
lor defense expert Kevin Varner to take place in Chicago on Saturday, March 22nd. Please 
he advised that the State is of the position that this Notice is insufficient and as such, we 
will not be able to attend this deposition. 

if you have any questions, feel free to contact me. 


IWF/ac 


Very truly yours, 



jodi W. Flowers 


DtCTATID BUT NOT MAD 
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